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Twenty-Fifth Annual Convention 
American Association of 
Nurse Anesthetists 


\ugust 18-21, 1958 
Chicago, Illinois 


Hotel Headquarters Congress Hotel 


PROGRAM 


Sunday, August 17 
(note double listing) 


8:00 a.M.-5:00 p.m. —Registration 
\.A.N.A. Registration—-lover, Florentine Room, 
Congress Hotel 


9:00 a.M.-9:00 p.m. —Registration 
\.H.A. Registration—A.HLA, Lleadquartes 
Palmer House 


9:00 A.M Assembly of Directors of Schools of Anesthesia’ 
Florentine Room, Congress Hotel 
Clarene A. Carmichael, C.R.N.A., B.S 
educational Director, A.A.N.A 
Presiding Officer 


Greetings 
Lilian G. Baird, C.RINJA 
President, A.A.N.A 


9:15-10:15 A.M. The A.A.N.A. Qualifying Examination 
Alyce Graham 
Roosevelt University 
Chicago, Hlinois 


10:30-11:30 A.M Psychological Approach in Teaching 
Cameron W. Meredith, Ph.D 
kducational Advisor, A.A.N.A 
Professor of Psychology 
State University of New York 
Osweeo, New York 


11:30-12:00 Noon Distribution of New Material 


2:00-5:00 P.M. Round Table Discussions 


*Although this program is of specific interest to Directors 
of. Schools of Anesthesia, ALI. members are invited to 
attend these sessions 
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THERAPY OXYGEN 

U.S.P. oxygen in all standard cylinder sizes, 
or in bulk supply units for piped systems. 
Distributed through NCG district offices in 
56 principal cities and through authorized 
NCG dealers .. . in the manner that is most 
convenient for you. 


MEDICAL GASES 

Oxygen, Oxygen-CO, Mixtures, Helium, 
Helium-O, Mixtures, Carbon Dioxide, 
Nitrous Oxide, Ethylene, Cyclopropane. 


TENTS AND CANOPIES 

The famous Plymouth® Oxygen Tent, the 
new Plymouth Jr. Oxygen Tent with built-in 
nebulizer, the Iceless Oxygen Tent, and a 
wide choice of permanent-type, semi-per- 
manent, or disposable tent canopies. 


NEBULIZERS 

The definitive line of nebulizer units and 
nasal equipment for high-humidity oxygen 
therapy. In NCG nebulizers, 97% of the 
particles nebulized are 3 microns or less in 
diameter, 


MASKS AND CATHETERS 

Face masks, tracheotomy masks, laryngec- 
tomy masks, catheters, cannulas, connect- 
ing tubings in permanent or disposable type 
plastics, 


REGULATORS 
Precise performance at low cost, with all 
the great construction features that make 
NCG regulators outstanding for long,. 
trouble-free service. 


ACCESSORIES 

Oxygen analyzers, tubing splicers, connec- 
tors, needle valves, liter gauges, adaptors, 
wrenches, cylinder trucks, cylinder stands 
... everything you need for complete and 
effective inhalation therapy service. 


RESUSCITATORS 

For use with piped oxygen systems, and all 
standard regulators and cylinders. Portable 
models for ambulance service. Floor stand 
models for emergency use throughout the 
hospital 
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Sunday, August 17 


10:00 a.m.-5:00 p.m. Council Session** 
Congress Hotel 
Florence A. McQuillen, ©.R.N.A 
Kxecutive Director, A.A.N.A, 
Presiding Officer 


Monday, August 18 


8:00 a.M.-10:00 am. —Registration , 
\.H.A. Reyistration—International Amphitheatre 
\.A.N.A Registration V.AL.N.A, Exhibit 
Booth No, 402, International Amphitheatre 


9:00 A.M. Assembly of Directors of Schools of Anesthesia’ 
Meeting Room A, International Amphitheatre 
Clarene A. Carmichael, C.R.N.A., B.S 
Presiding Officer 


Panel Discussions 


2:00 P.M. General Session 
Meeting Room A, International Amphitheatre 
Lillian G, Baird, C.R.N.A 
President, A.A.N.A. 
Presiding Officer 


Invocation 


Ruth LL. Hanson, C.R.N.A, 
Rapid City, S. Dak. 


Address of Welcome from A.H.A. 
Kdwin I.. Crosby, M.D. 
Director 
American Hospital Association 

Address of Welcome 
Lillian G. Baird, C.R.N.A. 
President, A.A.N.A, 


2:15 PM. Helen M. Reitz, C.R.N.A. 
President, Indiana Association 
of Nurse Anesthetists 
Presiding Officer 
(continued ) 


**Although the Council, as provided by the Bylaws of the 
A.A.N.A., consists of officers and standing committees 
of national and state associations, the Council Session is 
open to all members and restricted to members of the 


A.A.N.A 


*Although this program is of specific interest to Directors 
of Schools of Anesthesia, Al.l. members are invited to 
attend these sessions 
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even a child can administer his own “Trilene” analgesia. 
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simple fractures can be performed without discomfort to the patient. j 
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LOW CONCENTRATION—NO COUGHING —NERAVAL alone, given slowly and in 
low concentration, induces anesthesia quickly and smoothly. Coughing and 
hiccoughs may occur with high concentrations of the anesthetic, but 0.5 per 
cent in continuous drip, or 2.5 per cent solution injected slowly, generally 
avoids their occurrence. INDUCTION —Because of its rapid action, ultrashort 
duration and relative safety NERAVAL is well suited to induction of nitrous 
oxide anesthesia. SUPPLEMENTATION—Its capacity to maintain spontaneous 
respiration and to detoxify rapidly makes NERAVAL an excellent choice for 
supplementation of most any anesthetic-analgesic. PEDIATRICS—NERAVAL 
is nearly ideal for rectally induced basal anesthesia in young children be- 
cause it allows the maintenance or early return of spontaneous respiration. 


STEADY ANESTHESIA—In low concentrations NERAVAL easily maintains hyp- 
nosis in patients under regional anesthes:«. The roller-coaster effect so 
often seen with thiopental or thiamylal is absent. Easy control assures that 
quick procedures may be done with less anesthetic “juggling.” 


Except when used to induce anesthesia or to supplement appropriate anes- 
thetic-analgesics, NERAVAL is best in operations of short duration. Since the 
agent is very rapidly utilized, there is hardly any accumulation. The patiént 
recovers, usually completely, within about 30 minutes. Fever, headaches, 
dizziness, nausea and vomiting are seen less frequently than with other 
thiobarbiturates and it takes relatively higher concentrations than with 
thiopental or thiamylal to produce them. 


PACKAGING: NERAVAL Sodium Sterile Powder: vials of 1 and 2 Gm., boxes of 
6 and 25; vials of 5 Gm., boxes of 1 and 25. 


Reprints available on request 1. Boone, J. D.; Munoz, R., and Dillon, J. B.: Anesthesiology 17:284, 1956. 2. Zima, 
O.; von Werder, F., and Hotovy, R.: Anaesthetist 3:244, 1954. 3. Fitzpatrick, L. J.; Clarie, D'A., and Mersch, M. 
A.: To be published. 4. Blake, M. W., and Perlman, P. L.: J. Pharmacol. & Exper. Therap. 117:287, 1956. 5. Ayd, 
F. J., Jr.: Neraval: A new anesthetic for electro-convulsive therapy, paper presented at Ann. Meet., Electro- 
shock Research Association, Chicago, Ill., April 29, 1956. 6. Irwin, S.; Stagg, R. D.; Dunbar, E., and Govier, W. 
M.: J. Pharmacol. & Exper. Therap. 116:317, 1956. 7. Reifferscheid, M., and Dietmann, K.: Deutsche med. 
Wehnschr. 79:638, 1954. 8. Dietmann, K.: Deutsche med. Wchnschr. 79:1748, 1954 


. 
@ERavac® sooium, brand of methitural sodium = we-s-120 Schering 
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2:15 P.M. 


7:00 P.M. 


9:00 A.M. 


11:00 A.M.-1:00 P.M. 


2:00 P.M. 
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Monday, August 18 


Open Heart Surgery 
Herbert Sloan, M.D. 

Associate Professor of Surgery 
University Hospitals 
Ann Arbor, Mich, 

Physiologic Problems of Cardiac Surgery 
Robert B. Sweet, M.D. 
Professor and Chairman 
Department of Anesthesia 
University of Michigan 
Ann Arbor, Mich. 

Role of the Nurse Anesthetist in Cardiac Surgery 

N. Pauline McDonough, C.R.N.A, 
Clinical Instructor 
School of Anesthesia 
University Hospitals 
Ann Arbor, Mich. 

State Night Dinner 

Gold Room, Congress Hotel 
Margaret Ann O'Neill, C.R.N.A, 
Chairman, Convention Committee 

Presiding Officer 


Tuesday, August 19 


Business Session 
Meeting Room A, International Amphitheatre 
Lillian G. Baird, C.R.N.A. 
President, A.A.N.A. 
Presiding Officer 
Call to Order 
Appointment of Tellers 
Roll Call 
Report of Approval of Minutes Committce 
Reports of Officers 
Reports of Standing Committees 


Election of Officers 


Business Session 
Meeting Room A, International Amphitheatre 
Lillian G, Baird, C.R.N.A, 
President, A.A.N.A, 
Presiding Officer 
Reports of Standing Committees 
Reports of Special Committees 
Unfinished Business 


New Business 
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Wednesday, August 20 


9:00 a.mM.-12:00 Noon Open House 
Executive Office 
Prudential Plaza, Suite 3010 
Chicago 


General Session 
Meeting Room A, International Amphitheatre 
Martha Belew, C.R.N.A. 
Chairman, Mid-South Postgraduate Assembly 
Memphis, ‘l'enn. 
Presiding Officer 


Indications and Contraindications for Spinal Anesthesia 
John Adriani, M.D. 


Director, Department of Anesthesia 
Charity Hospital 
New Orleans, La. 


The Dilemma in Anesthesia. An Analysis of 
Current and Future Needs 

J. Garrott Allen, M.1). 

Professor of Surgery 

University of Chicago 

Chicago, IIl. 


Banquet 
Gold Room, Congress Hotel 
Lillian G. Baird, C.R.N.A 
President, A.A.N.A 
Presiding Officer 


Thursday, August 21 


General Session 
Meeting Room A, International Amphitheatre 
Helen Heckathorn, C.R.N.A. 
President, Ohio Association Nurse 
Anesthetists 
Presiding Officer 


The Child as a Surgical Challenge 
Ray G. Stark, M.D. 
Director of Anesthesia and Inhalation Therapy 
Baptist Memorial Hospital 
Memphis, Tenn. 


Role of the Endocrine Glands in Anesthesia 
Julia Arrowood, M.D. 
Chief of Anesthesiology 
Harlan Memorial Hospital 
Harlan, Ky. 


Role of the Nurse Anesthetist in the Treatment 
of Burns 

Floya A. Blado, C.R.N.A 

Chief Nurse Anesthetist 

Cook County Hospital 

Chicago, III 
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IN THE WORLD 


Squibb Ether is packaged in copper-lined containers. 
Hence, Squibb Ether is protected against oxidation 
and formation of toxic peroxides and aldehydes. The 
original purity and excellence of Squibb Ether is pre- 
served indefinitely. 


Copper-lined tins of 14 Ib., 14 Ib. and 1 Ib. 
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Thursday, August 21 


General Session 
Meeting Room A, International Amphitheatre 
Lee F, Hellmuth, C.R.N.A 
President, Wisconsin Association of 
Nurse Anesthetists 
Presiding Officer 


Role of the Nurse Anesthetist in Hospital Safety Programs 
Jessie L.. Compton, C.R.N_A 
Methodist Hospital 
Dallas, Texas 


One Profession Under God 
Janet Geister, R.N 
Chicago, Illinois 


Psychology and the Nurse Anesthetist — 
A Follow-up of Actual Experiences 
Cameron W. Meredith, Ph.D 
I;ducational Advisor, A.A.N.A 
Professor of Psychology 
State University of New York 
Oswego, N. Y. 


Unfinished Business 


Adjournment of General Session 











Call to the Convention 


As provided for in the Bylaws of this Association, and at the 
direction of Miss Lillian G. Baird, President, we hereby issue this 
official call to the members for the annual meeting to be held in 
Chicago, August 18-21, 1958. The annual business session will be 
held on Tuesday, August 19, in the International Amphitheatre. 


Accomplished at the Executive Offices, Prudential Plaza, 
Chicago 1, Illinois, this first day of April, 1958. 


Nerner Oe Melbctlere 


Executive Director 
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NEW McKESSON 
CABINET MODEL 






& Supplied with any combination of 
goses now in use. 


® Equipped with bi-phase flow meters. 


@ Flow-rate controls mounted on front 
for utmost operating convenience. 


@ Twin Canister Absorber with 1800- 
gram baralyme capacity. 





® Bag-Pressure Gauge shows pressure 
of gases in circuit at all times. 


® Direct Oxygen Button for immediate 
oxygen under pressure. ® Stainless steel top and heavyweight 


® Direct Nitrous-Oxide Button for quick steel construction. 


refilling of nitrous bag. @ Finished in green enomel, trimmed 
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The Use of Artificial Respirators in 
Anesthesia 


Donald W. Benson, M.D.* 
Baltimore, Maryland 


At the present time, the place of 
mechanical ventilators in anesthesia 
practice is not yet clear. The com- 
plete clarification will have to wait on 
laboratory experimentation and clin- 
ical usage for accurate and well 
founded opinion. However, artificial 
respirators are with us and an under- 
standing of the reasons for using the 
machines and the principles of their 
operation is essential for those who 
use them in their daily work. 


The historical evolution of respira- 
tors has been reviewed by Mushin 
and Rendell-Baker in their “Prin- 
ciples of Thoracic Anesthesia.” 


This ought to be required read- 
ing for anyone contemplating the use 
of mechanical respirators. A peru- 
sal of the section concerned with 
automatic respirators will provoke 
some interesting ideas. One of the 
first is that there has been some 
unique inventive genius displayed by 
the designers. There is an array of 
machines truly remarkable for their 


Presented at the Annual Meeting of the 
American Association. of Nurse Anesthetists, 
Atlantic City, New Jersey, October 3, 1957. 


*Anesthesiologist-in-Charge, The Johns Hop- 
kins Hospital. 


ingenuity, ranging from complex elec- 
tronic devices to simple air-driven 
pistons. A second is that, as there 
has been an increased understanding 
of respiratory and related circulatory 
physiology, there has been a concom- 
itant effort on the part of machine 
designers to develop apparatus ap- 
plying these principles. Thirdly, 
that it is difficult to get a clear pic- 
ture of why the development of res- 
pirators for anesthesia was started. 
The physiological and bio-chemical 
data which would attest to the value 
of respirators was not available in the 
1930’s when anesthesia respirators 
had their beginnings. Obviously, it 
was felt that frequently ventilation 
was inadequate and there were un- 
doubtedly clinical impressions that 
there was a need for some other form 
of respiration than manual, but there 
were no clear-cut reasons for their 
use. 


It is interesting to pursue this a 
little farther. Mushin and Rendell- 
Baker, in an article published in 
1954,” listed what they considered to 
be the indications for the use of a 
respirator. 


These were as follows: 


“1. It sets free the hands of the 
anesthetist working alone and 
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enables him to perform other 
tasks connected with the admin- 
istration of the anesthetic. 

2. It relieves the physical fatigue 
of the anesthetist’s hands and 
arins during long cases. 

3. It relieves the fatigue of the 
mind (or monotony) of squeez- 
ing the bag during such long 
cases. 

J. In circumstances in which the 
anesthetist is not wholly skill- 
ed in manual ventilation, a me- 
chanical respirator provides the 
surgeon with an operating field 
which moves to a uniform 
rhythm, possibly facilitating cer- 
tain delicate dissections, pat 
ticularly within the thorax.” 


Note that, except for the fourth in- 
dication, the concern is with the anes- 
thetist and not with the patient. 
Certainly,the secondary results of the 
first three indications affect the pa- 
tient, but the patient is not primary. 


It becomes obvious then, that res- 
pirators are an adjunct to anesthesia. 
They are for improving the lot of the 
anesthetist and secondarily, to make 
for better anesthesia for the patient. 
If one assumes the attitude then that 
respirators are a means to an end, 
that is, that the criterion of good 
anesthesia is mechanical respiration. 
then the indications for mechanical 
respirators come into better defini- 
tion. 


In the light of accumulating expe- 
rience and laboratory evidence, it is 
now possible to restate and add to 
Rendell-Baker and Mushin’s criteria. 
Such a group of indications ought to 
include the following: 


(1) The use of a mechanical res- 
pirator is indicated when it will im- 
prove the efficiency of the anesthetist. 
This includes the factors of physical 
and mental fatigue which may cer- 
tainly result in decreased ventilation 
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and when an anesthetist’s duties are 
such that he cannot consistently 
maintain respiration. This latter is 
certainly open to question, since it 
may well lead to total loss of patient 
contact. 


(2) When there is a lack of skill on 
the part of the anesthetist to provide 
manual ventilation of a nature both 
adequate and suitable to an opera- 
tion, there is an indication for a 
mechanical respirator. 


(3) It has been adequately shown 
that intermittent positive pressure 
respiration sometimes has a deleter- 
ious effect on circulation and that the 
use of a positive and negative type 
respirator obviated this ' With 
the present construction of bags 
on anesthesia machines, it is impos- 
sible to provide negative pressure dur- 
ing manual respiration. Therefore. 
where manual respiration has proved 
harmful to the circulation, a_respi- 
rator may be indicated. 

(4) In patients whose normal breath- 
ing ability is impaired by disease. 
such as emphysema and asthma, or 
by virtue of position, the mechanical 
respirator with a positive and nega- 
tive cycle is especially helpful. 


Certainly, our indications for res 
pirators do not encompass everyone's 
ideas on usage. This is impossible. 
They do, however, in my mind, cover 
most of the situations where a respi- 
rator might be used and give a start- 
ing point for the intelligent applica- 
tion of the machines. 


It is absolutely essential that the 
anesthetist understand completely the 
working principles and the limitations 
of the machine which he uses. A 
respirator placed in the hands of 
someone not so acquainted, is a dan- 
gerous weapon. Patients have been 
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lost because anesthetists have not 
been completely aware of what a res- 
pirator could and could not do. The 
anesthetist, who has a _ complete 
grasp of the methods whereby mech- 
anical ventilators produce their ef- 
fects, can, within limits, use any res- 
pirator. 


Most of the surgical respirators 
commercially available function by 
applying pressure either directly or 
indirectly to the breathing mixture 
within the respiratory system (the 
patient’s lungs and airway, the tubes, 
airways and canister of the gas ma- 
chine, and tube and compressor of the 
ventilator). In this they function 
just as the hand on the bag does dur- 
ing manual respiration with a gas ma- 
chine. Ventilators depart from this 
manual method in that they now, for 
all intents and purposes, include a 
negative phase in the respiratory cycle 
instead of merely coming back pass- 
ively to ambient pressure, 


There are four controllable para- 
meters in ventilators. These are the 
volume delivered, the peak pressures 
attained, both positive and negative, 
the rate of attainment of these peak 
pressures, and the rate of cycling. To 
simplify this discussion, let us leave 
out both rate of attainment and rate 
of cycling since they are generally 
mutually dependent and easily set. 
and for the most part well under- 
stood. 


Volume and pressure are less read- 
ily understood and of greater impor- 
tance. Ventilators may be divided 
into two main categories: those which 
are pressure limited and those which 
are volume limited. Pressure limited 
implies that the respirator is set for 
peak negative and peak positive pres- 
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sures. On reaching either of these 
peaks it may either reverse itself, that 
is cycle, or it may spill the excess gas 
and hold the peak pressure until the 
phase is over. It follows then, that 
volume is variable. A resistive force 
within the lung or an obstruction 
within an endotracheal tube will 
cause a rapid attainment of peak 
pressure and a more rapid cycling or 
a larger spilling of gas mixture. In 
either situation, a decreased volume 
of gas will be moved into the lungs, 
By the same reasoning, a decrease in 
airway resistance will result in a 
greater movement of air into the 
lungs. 


In the other category, that of vol- 
ume limited, the apparatus is set to 
deliver a specific volume of gas. 
This it does regardless of pressure. 
If airway resistance increases, the 
peak pressures attained go up and 
conversely, if airway resistance drops, 
the peak pressures are less. It fol- 
lows then that the machine is press- 
ure variable. 


Which of the categories is sup- 
erior, is a controversial subject. The 
matter is under investigation in a 
number of laboratories at the present 
time and an answer ought to be 
forthcoming soon. It should be ob- 
vious in the meantime, however, that 
the individual using a_ pressure 
limited device ought to be contin- 
uously aware of volume changes. 
The need for volume measurement on 
pressure limited devices is obvious. 
On the other hand, anesthetists using 
the volume limited device must con- 
tinuously monitor the pressure with- 
in the system. In both categories, 
the accommodation for changes may 
lie in maintaining a smoother level 
of anesthesia, supplying more relax- 
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ation, position change, adjustment of 
pressures or volume, and the like. 


The implication has been made 
several times that mechanical ven- 
tilators need continuous’ monitor- 
ing. There is an inherent danger in 
that attention wanes when a ventila- 
tor begins to work. This only re- 
lieves the anesthetist of some of the 
difficulties mentioned earlier, the con- 
tinuous observation of the patient 
is still mandatory and the monitor- 
ing of the respirator is added to his 
duties. 


Most machines used in anesthesia 
have some disadvantages in their 
functioning. It behooves us to ex- 
amine these in respect to mechanical 
ventilators, both from the standpoint 
of safety and for bringing the use of 
respirators into a proper focus. By 
far the major one is the false sense 
of security which comes over the 
anesthetist and the surgeon once the 
respirator is on. This must be con- 
stantly guarded against. Continuous 
observation of both the patient and 
the respirator is vital. A second dis- 
advantage of mechanical failure, 
which is not immediately apparent, 
can occur. 


Thirdly, the information obtained 
unconsciously from the bag by most 
anesthetists, is not available. The 
continuous accommodation to resis- 
tance changes, which the trained 
hand does automatically, is lacking. 
This is valuable information for 
maintaining a smooth level of anes- 
thesia. The fourth and last is the in- 
herent danger of overdosage by 
anesthetic agents. The signs of res- 
piration used by anesthetists for 
control are absent just as they are 
with manually controlled respiration. 
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However, the continuous, relentless 
respiration of the mechanical ventila- 
tor can literally drive gaseous agents 
into the patient with dire results. 
The author has seen cardiac asystole 
produced in just this manner with 
ether. 


At this point I should like to 
break away from the usual concept 
of the use of respirators in anesthe- 
sia and briefly discuss an area where 
respirators ought to be used more 
often. This is the immediate postop- 
erative period. Patients of marginal 
breathing ability due to respiratory 
disease, surgical intervention or drug 
depression, not infrequently manifest 
inadequate ventilation for hours or 
days after operation. In this country, 
the use of the mechanical ventilation 
aS a postoperative aid to these pa- 
tients has been negiected. Bjork and 
Engstrom” have recently reported on 
76 cases of postoperative ventilatory 
insufficiency with excellent results. 


Postoperatively, mechanical ven- 
tilation can be carried out through 
the endotraceal tube until such time 
as the patient will no longer tolerate 
this. If he further requires ventila- 
tion, it must be done through a 
tracheotomy. A little ingenuity using 
the portions of the one way non- 
breathing valves common to most 
anethsesia departments, can give rise 
to adaptations of commercial respira- 
tors for this purpose. At the present 
time there are a few available on the 
market. 


In summary, the indications for 
the use of mechanical ventilators in 
anesthesia have been reviewed and 
re-stated. The two main parame- 
ters; that of volume and pressure: 
have been explained and the classifi- 
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cation of pressure limited and _ vol- discussed and an added and impor- 
ume limited respirators has been de- tant use of the respirators during 
lineated. Finally, disadvantages asso- the postoperative period has been 
ciated with respirators have been indicated. 
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The Tranquilizers 
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Any experienced anesthetist knows 
that it is impossible to positively pre- 
dict the action and effects of an an- 
esthetic drug upon a given patient. 
Also, that why many of these drugs 
act as they do in producing analgesia 
and anesthesia, has long been a sub- 
ject of conjecture and theory. No 
one really knows. It is our feeling 
that the group of drugs known as 
“the tranquilizers” can be added to 
the above, because one can only 
theorize as to their true mode of ac- 
tion and cannot predict with certain- 
ty how they will affect a given 
patient. In spite of this unpredict- 
ability, it has been estimated that 
some thirty million prescriptions were 
written last year for these drugs 
with the expenditure of more millions 
of dollars—a staggering figure to 
contemplate. Scarcely a _ medical 
periodical is published that does not 
contain an article on one or more of 
the tranquilizers, not to mention the 
articles appearing in lay publications. 
It is not our purpose to discuss the 
tranquilizers as they are prescribed 
as practically a panacea for all ills, 
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but rather to confine our remarks to 
discussing a few of the more com- 
monly used drugs, and the effect 
they seem to have on the patient who 
is to be anesthetized. 


In general, the tranquilizers can be 
divided into two large groups, ac- 
cording to their mode of action, as 
shown in the following table: 


I. Autonomic Suppressants—Thora- 
zine, Sparine, Compazine, etc. 
\. Mode of Action: 
1 Antagonize acetvicholine, 
histamine and serotinin, which 
regulate certain autonomic 
functions. 
I. Effects: 
1. Produce drowsiness without 
necessarily inducing sleep. 
2. Interfere with memory 
3. Prolong or potentiate barbi 
turate anesthesia and narcott 
action 
$. Increase excitability; lower 
electro-convulsive threshold 
May produce apathy, depres 
sion and loss of initiative in 
normal persons. 


II. Central Relaxants: Equanil, Mil- 
town, Tolserol, Myanesin, Etc. 

\. Mode of Action:- 
1. Produce relief of abdominal 
responses to tension and anxi 
ety by a muscle relaxant effect, 
without affecting autonomis 
function, 

RB. i ffects:- 
1. Potentiate barbiturate o1 
narcotic actions only in large 
doses 


2. Excitability not increased 
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3. Do not interfere with normal 
responses to environment; no 
depression or apathy. 

4. Marked reduction in muscle 
spasticity 

5. Marked diminution of anxi 
ety and tension. 


Table 1 


Unlike narcotics, the tranquilizers 
are thought to affect subcortical areas 
of the brain. Whereas the opiates 
and barbiturates, while reducing 
pain and anxiety, also produce drow- 
siness, lethargy, and even depression 
of respiration, which may render the 
patient unable to respond coherently 
or to cooperate, the tranquilizers, es- 
pecially those in the central relax- 
ant group, produce relief of pain and 
anxiety plus a sense of well-being, 
without accompanying lethargy, ina- 
bility to cooperate or respiratory de- 
pression. Because of this difference 
in action, many anesthetists feel that 
the tranquilizers are a valuable ad- 
junct to pre-operative medication. 
The effects of pre-operative, long 
term treatment with the tranquil- 
izers, especially chlorpromazine, were 
probably first noted in mental insti- 
tutions. Massive doses of this drug 
were given to psychotic patients over 
long periods of time. When one of 
these patients needed surgery and an 
anesthetic, the problem of hypoten- 
sion was great and many patients 
were lost because of the character- 
istic irreversibility of tranquilizer- 
induced hypotension which respond- 
ed poorly to vasopressors. Now, 
however, with more knowledge of the 
effects of these drugs, smaller doses 
are given, less premedication is re- 
quired and less anesthetic agent is 
used to maintain general anesthesia. 
Spinal block and intravenous barb- 
iturate agents are managed with ex- 
treme caution, and are used only 
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when other agents are contraindicated. 
Four of the most commonly used 

types of tranquilizers are Chlorpro- 

mazine, Promethazine, Reserpine and 

Meprobomate. Let us start with 

Chlorpromazine (Thorazine) and 

briefly discuss each in regard to its 

place in anesthesia. 
Chloropromazine - Autonomic Suppres- 
sant 
1. Desirable Effects:- 

A. Enhance effects of premed 
ication and of anesthetic 
agent. 

B. Antihistaminic. 

C. Anti-emetic. 

Undesirable Effects: 

\. Hypotension. 

B. Tachycardia, 

(, Poor response to vasopres 
sors, 

I1l. Choice of Anesthetic :- 

Cyclopropane. 


Table 2 


ik, 


From the above chart, it would 
seem that this drug would be ideal 
as an adjunct to pre-medication be- 
cause of its desirable effects. How- 
ever, with practically all anesthetic 
agents except cyclopropane, the un- 
desirable effects are likely to predom- 
inate in a manner which may prove 
irreversible. In addition to these 
phenomena seen in conjunction with 
anesthesia, serious toxicity may be 
evidenced in some persons. This 
toxicity may be manifested by ob- 
structive jaundice, blood dyscrasias 
and dermatitis, in many cases follow- 
ing even small doses. 

Studies made on the use of chlor- 
promazine intravenously as a_pre- 
medicant, when cyclopropane was 
used as the anesthetic agent, revealed 
the following: 

1. No significant change in car- 
diac output; 2. Reduction in  per- 
ipheral resistance; and 3. Increase in 
heart rate and some fall in blood 
pressure. 
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In contrast with severe hypoten- 
sion and tachycardia seen when chlor- 
promazine is used with other agents, 
the above effects are relatively in- 
nocuous, 

Promethazine (Phenergan), on the 
other hand, may be a very useful 
drug in the hands of the anesthetist. 
The following table briefly outlines 
its effects:- 

Promethazine (Phenergan) 

Relaxant - 

I. Desirable Effects: 
\. Enhances effect of premed 
anesthetic 


- Central 


ication and of 
ayents, 

Bh. Antihistaminic., 

C. Combats emesis and_ hic- 
cups. 

1). Minimal depression of vital 
functions. 

I. Can be used in children and 
veriatric patients with few 
side effects. 

Il. Undesirable Effects (usually 
as a result of large dosave):- 

\. Hypotension, 

I. Tachycardia 

C. Respiratory depression. 

Ill. Choice of Anesthetic: 
Any agent except intra 
venous barbiturates. 


Table 3 


With this drug, the desirable ef- 
fects outweigh the undesirable effects 
since the latter become apparent only 
as a result of large dosage. This 
drug has been found valuable as pre- 
medication in conjunction with mep- 
eridine. It has been found to re- 
lieve fear and apprehension and pro- 
mote a feeling of well-being and re- 
laxation in patients coming to sur- 
gery. Asa result, as with any satis- 
factory pre-medication, reflex _ ir- 
ritability is reduced and less anes- 
thetic agent is needed. Care, how- 
ever, must be taken in the use of 
promethazine with intravenous bar- 
biturates since it markedly enhances 
their action. Complications of hypo- 
tension, tachycardia and respiratory 
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depression may intervene with this 
combination; however, response to 
treatment of these untoward effects 
is much more predictable with pro- 
methazine than with other tran- 
quilizers. It is also claimed to be of 
value in postoperative sedation, less- 
ening pain and apprehension and 
stabilizing of vital signs. When given 
in conjunction with narcotics how- 
ever, the narcotics should be admin- 
istered in smaller dosage. 


This drug is of particular value in 
combination with spinal and local an- 
esthesia. Most adult patients given 
25 milligrams, will become calm and 
drowsy, although easily aroused, 
Vital functions are affected mini- 
mally, if at all. With promethazine as 
an adjunct, many surgical procedures 
which might otherwise require addi- 
tion of intravenous barbiturates in 
anesthetic dosages, can be made pos- 
sible under local anesthesia. 


It is worthy of note that chlorpro- 
mazine, promethazine and meperi- 
dine can be successfully combined in 
what is known as a “lytic cocktail”. 
The dosage of each drug is as fol- 
lows: Chlorpromazine - 25 mgm., 
Prometnazine - 25 mgm., and Meperi- 
dine - 100 mgm, 


This combination yields 4 c.c. of 
solution which may be administered 
intramuscularly ninety minutes pre- 
operatively to the adult who is to 
have procedures such as carotid an- 
giogram, femoral arteriogram, cardiac 
catheterization or even closed reduc- 
tion of some minor fractures. It has 
been used with phenomenal success 
at the Cardiac Clinic, Children’s Hos- 
pital, Cincinnati, Ohio for cardiac 
catheterization of children of all ages 
with congenital heart disease. In chil- 
dren, the dose is estimated giving 
1 c.c. of the “cocktail” for each twen- 
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ty pounds of body weight. With the 
lytic cocktail the children are drow- 
sy but cooperative and come through 
the procedure wich few complications 
and minimal discomfert. 

In the adult, it has been occasion- 
ally necessary to repeat meperidine 
50 mgm. and promethazine 25 mgm., 
half intramuscularly and half intra- 
venously, to maintain good analgesia 
and cooperation of the patient dur- 
ing the procedures. However, with 
this supplement, the pain and discom- 
fort of intravenous or intra-arterial 
dye injection is reduced to the extent 
that satisfactory X-ray films can be 
obtained for diagnostic studies. 

In our opinion, Reserpine is one of 
the most dangerous of the tranquil- 
izers in combination with anesthesia, 
In the table below its effects are out- 
lined: 

Reserpine - Autonomic Suppressant 

|. Desirable Effects: 

\. Reduction in nervous ten 
sion plus sedative effect. 

3. No significant change in ar 
terial Oz.» tension. 

C, Pulmonary ventilation not 
affected. 

I). Increases appetite, 

II. Undesirable Effects:- 

\. Hypotension during and 
after anesthesia. 

3. Bradycardia 
effect. 

C. Peripheral edema. 

I). Prolonged effect even after 
withdrawal. 

Kk. Poor response to vasopres 


cholinergic 


SOTS, 
IIl. Choice of anesthesia:-(Gif any) 
( yvclopropane, 


Table 4 


Reserpine is a Rauwolfia deriva- 
tive, used extensively for reduction of 
blood pressure in the hypertensive in- 
dividual. It is also used as a tran- 
quilizer, per se, because of its sim- 
ilarity in action to that of chlor- 
promazine. Its undesirable effects 
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may become apparent, when anesthe- 
sia is superimposed, for as long as 
two weeks after withdrawal of the 
drug. If the anesthetist is not in- 
formed of the fact that a patient has 
been receiving Reserpine, irreversible 
hypotension may take place follow- 
ing induction of anesthesia with any 
agent. This may hold true even 
under the lightest plane of anesthe- 
sia with nitrous oxide and oxygen. 
It is our conviction that at least 
three weeks should be allowed to in- 
tervene between withdrawal from 
Reserpine therapy and the adminis- 
tration of an anesthetic. Overdosage 
with Reserpine has been known to 
result also in serious psychological 
complications such as suicidal ten- 
dencies and marked depression. 

The fourth and last type of tran- 
quilizer which we will mention here 
is Meprobamate. This is one of the 
least noxious when used in average 
dosage, as shown in the outline 
below: 

Meprobamate 

Central Relaxant 

I. Desirable Effects: 

A. Low toxicity; four to five 
times less toxic than most 
barbiturates 

2. Skeletal muscle relaxant, 
with little, if any, action on 
diaphragm. 

C. Anticonvulsant. 

I). Can be used as pre-opera 
tive sedation without pro- 
ducing hypotension or res 
piratory depression. 

IX. Minimal, if any, action on 
vital functions. 

I]. Undesirable Effects: (Prob 
ably due to idiosynerasy ) 

\. Allergic dermatitis with 
pruritus, fever, chills. 

3. Diarrhea. 

}1l. Choice of Anesthetic: 

\ny agent. 

Table 5 


kquanil, Miltown - 


Meprobamate is used orally and 
cannot be given parenterally: there- 
fore, it has a greater margin of safety 
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and fewer side effects. There is rela- 
tively little danger of untoward re- 
sponses in patients coming to surgery 
who have been medicated with Me- 
probamate and no special anesthetic 
agent is contraindicated. This drug 
is actually the most widely used of 
all the tranquilizers, being prescribed 
for any number of psychosomatic dis- 
orders with good results. 


CONCLUSION 

1. It is extremely important that 
the anesthetist be made aware that 
a patient has been treated with tran- 
quilizers. 2. The anesthetist should 
know in what way the drug may af- 
fect the action of the anesthetic 
agent; therefore it is imperative the 
physiological effects of these drugs be 
known. 3. Vasomotor depression seen 
following the administration of some 
of the tranquilizers may be extremely 
difficult to treat, responding only to 
the use of the most potent vasopres- 
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sor drugs. 4. Extreme caution should 
be observed with any change of the 
patient’s position, especially when 
the patient must be in Fowler’s or 
head-up position, because of the fre- 
quent occurrence of postural hypo- 
tension. 5. Any anesthetic agent 
which has a ganglionic blocking ef- 
fect, such as deep ether or high spi- 
nal, should be avoided. It is still 
our contention that there is no drug, 
or combination of drugs, which can 
ever afford the wide margin of safety 
provided by a skillfully administered 
inhalation anesthetic. 
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The Preanesthetic Evaluation of the 
Patient with Cardiovascular Disease 


Charles S. Coakley, M.D.* 
Washington, D. C. 


An exchange of ideas is always 
healthy. There are many problems 
involved in the management of 
patients with cardiovascular disease. 


All efforts should be made to eval- 
uate the functional reserve of the 
patient and then the anesthesia 
planned to maintain as normal a phy- 
siologic status as possible. Almost all 
of the poor risk patients are those 
who have some limitation in the var- 
ious components of the complex oxy- 
genation mechanism. Most of these 
reductions are seen in the cardiovas- 
cular or respiratory systems. Witha 
well trained team made up of the in- 
ternist, surgeon and anesthetist, it is 
rare to deny necessary surgery to any 
patient. 


CARDIOVASCULAR DISEASES 
The patients with cardiovascular 
diseases that present problems to the 
anesthesiologist are those with reduc- 
tions in blood volume; cardiac con- 
ditions such as coronary artery dis- 
ease, myocardial failure, the arrhyth- 
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mias involving the ventricles and 
vascular conditions such as hyperten- 
sion and aneurysms. 


BLoop VOLUME 

The problem of reductions in blood 
volume is one of diagnosis. Blood 
volume replacement is _ generally 
carried out on the basis of hemo- 
globin, hematocrit and clinical eval- 
uation. This may be greatly in 
error and some more reliable method 
of determination should be available. 
We are setting up a blood volume 
laboratory using red blood cells 
tagged with Chromium’'. This ap- 
pears to be a relatively inexpensive, 
simple, yet accurate method of de- 
termining total blood volume. Once 
reductions are measured, replacement 
can be more intelligently carried out. 
The use of the ‘casual’ blood trans- 
fusion should be discontinued because 
of the risk involved whenever blood 
is given. The casual blood trans- 
fusion may be defined as that trans- 
fusion which is given to patients with 
normal blood volume, whose blood 
loss is less than 500cc. 


CARDIAC DISEASE 
There should be very little increase 
in the operative risk of any patient 
with cardiac disease. The problem 
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here is the preoperative evaluation 
of cardiac reserve. Generally speak- 
ing, a patient with cardiac disease 
who carries out his daily routine with- 
out disability should be a good risk. 
A more complete cardiac evaluation 
is indicated when there is a history 
of precordial pain or coronary occlu- 
sion, dyspnea, disturbances in rhythm 
and dependent edema. 


The surgical mortality for the pa- 
tients with coronary disease has de- 
creased impressively in the past 25 
years. The figures available indicate 
a mortality rate of between 3 and 
7%. In our own experience, the mor- 
tality should be no higher than for 
those patients without heart disease. 
Two of the patients in our series 
were found at post-mortem examina- 
tion to have had infarctions within 
two weeks prior to surgery, which 
had not been diagnosed. We recom- 
mend a preoperative EKG for all 
patients over 50 years of age under- 
going major surgery. We prefer to 
defer surgery for 4 to 6 months fol- 
lowing an infarct but during the past 
year, emergency surgery had to be 
performed on two patients hospital- 
ized with coronary occlusions. Both 
of these patients had no cardiovas- 
cular difficulties during or following 
major procedures. We all will agree 
that once the diagnosis is made and 
surgery becomes necessary, all effort 
will be made to prevent hypoxia or 
hypotension. In recent years, we have 
changed our management of these 
cases. We previously used general an- 
esthesia with ether as the primary 
drug. Now we prefer Pentothal®-gas 
-muscle relaxant technic with scru- 
pulous attention to adequate venti- 
lation and the heart monitored on an 
operating room electrocardioscope. 
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The patient in cardiac failure is 
the worst possible cardiac risk. There 
is rarely any indication to anesthetize 
a patient in congestive heart failure. 
With the proper use of the intra- 
venous digitalis preparation, cardiac 
failure can be corrected within a few 
hours. Then surgery can be_ per- 
formed with greater safety. Region- 
al anesthesia is the choice, in most 
cases, in this group of surgical pa- 
tients. 


The problem in the management 
of cardiac arrhythmias is the control 
of ventricular rate. The two con- 
ditions that concern us in anesthesia 
are multiple premature ventricular 
contractions and heart block. Either 
condition may result in cardiac ar- 
rest. There is nothing that can help 
heart block but multiple p.v.c’.s, can 
be treated preoperatively with quin- 
idine or procaine amide. 


The valvular lesions of greatest 
concern to the anesthesiologist are 
those involving the ‘nitral and aortic 
valves and the congenital defects. As 
the result of experience achieved in 
the management of mitral commissur- 
otomies, I believe we will agree that 
light anesthesia is‘ essential no mat- 
ter what drugs you may use, plus 
careful attention to oxygenation, 
blood pressure and control of heart 
rate. 


VASCULAR DISEASI 

The most common problem involv- 
ing the vascular system is that of hy- 
pertension. An elevation of blood 
pressure without cardiovascular 
changes does not increase the anes- 
thetic risk. Complications resulting 
from arteriosclerotic changes affect- 
ing the myocardium, brain or kidneys 
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may increase the risk. Thus, in the 
management of the anesthetic for the 
patient with high blood pressure, as- 
sociated arteriosclerotic changes must 
be considered. We feel that spinal 
anesthesia is usually not the anes- 
thetic of choice. 


In the past few years, a new prob- 
lem has been created by the use of 
the tranquilizing drugs for their an- 
tihypertensive effect. This problem 
has been limited to the Rauwolfia 
alkaloids. We have seen no cardio- 
vascular difficulties with meprobam- 
ate or the nonbarbiturate hypnotics. 
In our study, 40% of the patients on 
Rauwolfia therapy had significant cir- 
culatory changes during anesthesia. 
Blood pressure depression greater 
than 40 mm/Hg and pulse rates fall- 
ing either below 60/min. or 20/min. 
below preoperative rates occurring 
prior to surgery were considered sig- 
nificant. 


The mechanism of this effect ap- 
pears to be a suppression of the sym- 
pathetic response by the Rauwolfia 
alkaloid and enhancement of the 
vagal response by drugs such as Pen- 
tothal® and cyclopropane or spinal 
anesthesia. The end result is a vagal 
response. These patients respond to 
a vagal blocking drug but not to the 
vasopressors. It is recommended 
that Rauwolfia therapy be discon- 
tinued two weeks prior to elective 
surgery. If this is not possible, as 
in emergency surgery, a vagal block- 
ing drug should be used to prevent 
and treat these circulatory responses 
and Pentothal.® cyclopropane or spi- 
nal anesthesia should not be the an- 
esthetic of choice. 


One of our more recent problems 
is that of the management of patients 
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for resection of arterial aneurysms. 
An important consideration is the 
fact that this is a generalized vascular 
condition and not merely a localized 
process. It has been reported that 
66% of these patients have associated 
cardiovascular changes. The choice of 
anesthesia will depend on the loca- 
tion of the aneurysm, whether rup- 
tured or unruptured and the cardiac 
Status. 


Aneurysms above the diaphragm 
are best managed under general an- 
esthesia; those below the diaphragm, 
with -either general or spinal anes- 
thesia. Patients with unruptured an- 
eurysms below the diaphragm, who 
have reduced myocardial or respira- 
tory reserve, may be more safely 
done with spinal anesthesia. 


The protection of the spinal cord 
against ischemic changes as_ the 
result of cross-clamping the aorta is 
an important consideration. It has 
been generally considered to be rea- 
sonably safe to cross-clamp the aorta 
below the T,-T, level without caus- 
ing cord damage. We have had two 
patients with cord damage following 
cross-clamping the aorta below the 
renal vessels during the excision of 
an aneurysm and insertion of a graft. 
We had one following the occlusion 
of the thoracic aorta during the re- 
pair of a coarctation. In cases in 
which hypothermia has been used, 
there has been no evidence of cord 
damage. It appears that hypothermia 
may afford some protection against 
cord damage. One patient had _ his 
thoracic aorta cross-clamped to cor- 
rect a coarctation for 50 minutes 
without any sequelae. There is some 
question as to the protection of liver, 
kidney and heart. Hypothermia ap- 
pears to protect all except the heart. 
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Heart failure has been reported but 
we have not had this complication. 
We have used vasodilators such as 
Arfonad ® or removed blood until 
pressure was within normal range. 
This appears to reduce the workload 
on the heart. 


Some of the problems of the anes- 
thetic management of patients with 
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reductions in cardiovascular reserve 
have been discussed. The solution to 
these problems is not complete. Em- 
phasis on better pre-operative evalu- 
ation is essential. Once the reductions 
in physiological reserve are appreci- 
ated, the safest anesthesia can be 
selected that will accomplish the sur- 
gical procedure. . 
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Essential Qualifications for an 
Anesthetist 


Sister M. Yvonne, B.S., C.R.N.A.* 


La Crosse, Wisconsin 


Across time’s span, pain and dis- 
comfort have been the greatest threats 
to man’s physical well-being. And 
man, confronted constantly by them, 
has sought alleviation in a search as 
old as pain itself. Modern man with 
his many methods of relieving pain 
developed over these many centuries 
of seeking, may find it difficult to ap- 
preciate the suffering of surgical pa- 
tients in the days before anesthesia. 


The anesthetist, then, by profes- 
sion, is enlisted in this continuous 
battle against pain. In the past 
twenty-five vears her field has pro- 
gressed greatly, paralleling the ad- 
vancements made by modern. sur- 
gery. As a highly technical field of 
special skill, anesthesia still retains a 
bond with the other nursing and med- 
ical branches. 


The lure of anesthesia and its fas- 
cination to those in this field lie often 
in the variety of the work, The prob- 
lems with which it challenges one’s 
ability are almost endless: they arise 
not only from the actual equipment 
and techniques but also from the 
physical status of the patient. as well 
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Hospital 


as the special demands of individual 
surgeons. The wide variation of re- 
actions to the various anesthetic 
agents provide a constant challenge 
and alertness on the part of the 
anesthetist. She must learn to com- 
bine skill with experience, for both 
are essential to success. 


The specific qualifications of a 
good anesthetist are many. Basic, of 
course, is a general, all-around com- 
petence. No one can have confidence 
in an obviously blundering type of 
person. Another is alertness. The 
anesthetist should be wide awake, 
quick-thinking, and always on her 
toes. Furthermore, she must be con- 
scientious and careful in her work, 
administering her thousandth anes- 
thetic just as well as her first, and at 
all times concentrating on the case at 


hand. 


A good anesthetist must be up to 
date in her field. Thus, she will 
maintain contact with the latest books 
and periodicals, and through hospital 
visits, conventions, and institutes keep 
an open mind to the ideas of others 
in her field, She should not, how- 
ever, limit herself to knowledge of 
anesthesia only, but try to possess a 
maximum knowledge of such allied 
subjects as general medicine. surgery, 
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pathology, pharmacology. psychology, 
anatomy, physiology, and other 
branches of therapeutics. Being well 
read in other areas such as the liberal 
arts, will greatly aid her in sustaining 
a diverting conversation with her pa- 
tient thus transferring his thoughts 
from fear of the coming ordeal to 
some topic of interest to him. Such 
reading will also be of value to the 
anesthetist personally. enriching her 
enjoyment of life. 


The anesthetist must be a keen ob- 
server to monitor the effects of the 
anesthetic on the patient. She must 
use good judgment in working with 
each case. She must at all times, and 
under all provocations remain calm. 
so as to inspire the confidence of both 
the surgeon and the patient. She must 
be sympathetic with both of these. 
and as a sort of middleman, exert her- 
self to get along with them. She must 
always be patient. explaining to her 
patient in advance and as the anes- 
thetic progresses, each step of the 
procedure. She must be as genuinely 
interested in each patient as if he 
were a close relative, as indeed he is 
in the family of God. This is ap- 
plicable to all sorts of patients, be 
they old or young, crabby or cheerful. 
black. yellow, white. or should it oc- 
cur, green. 


The anesthetist must always main- 
tain a pleasant personality, one that is 
pleasing, lovable, and ever-smiling. 
The provocation to shortness of tem- 
per, impatience, irritability, and a dis- 
tracted mind during times of difficulty 
may be great, but the anesthetist 
must remember that the patient is 
probably very frightened and un- 
doubtedly nervous and certainly in 
need of much reassuring. If only she 
will put herself in his place. she will 
more readily perhaps understand his 
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problems and the task of encouraging 
him will be made easier. 


Perhaps it would be well if we 
dealt a bit more at length with the 
emotion of fear, for that will be en- 
countered consistently by the anes- 
thetist. Her scientific knowledge and 
technical ability may discover that 
some situations require the skillful 
use of words rather than drugs. 
Fright, fear. and anxiety are closely 
related. differing from each other 
mainly in intensity and duration. 


The effects of prolonged anxiety on 
the physiological functions of the 
body are well known and should be 
of particular interest to the anesthe- 
tist. Anxiety is capable of causing 
profound changes in the blood pres- 
sure, heart rate, capillary permeabil- 
ity, minute volume output of the 
heart, blood flow, rate and depth of 
respiration and carbon dioxide con- 
tent of the blood; all of which 
seriously affect the patient’s physical 
reaction to the anesthetic. 


Further, during periods of emotion- 
al tumult, muscular contraction 
shortens the diaphragm, making it 
difficult to draw a long breath. Ven- 
tilation is markedly modified, leading 
to sighing respirations. Also, almost 
any cardiac arrhythmia may occur as 
the result of emotional stress. 


One of the most basic of fears en- 
countered is that of suffocation. not 
being able to breathe. This is often- 
times associated with the sight of the 
mask. The patient may have mem- 
ories of the time when an ether mask 
was slapped on his face, as well as 
other unfortunate experiences. Mod- 
ern anesthesia is so new that for the 
great majority of patients the pro- 
cedures are totally unfamiliar; they 
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understand neither the equipment, the 
procedures, nor the effects they may 
expect to feel upon themselves. 


Intellectually the patient may re- 
alize that his fears are groundless, 
but unfortunately fear is not con- 
trolled by reason. It is an emotion 
and when aroused, it is not subject 
at all to voluntary control. There- 
fore, it is up to the sympathetic and 
understanding anesthetist to work 
with the patient, help him find out- 
side strength to face what is for him 
an ordeal, and allay the fears which 
overwhelm him. 

Today a psychological orientation 
is taken for granted in hospital pro- 
cedures. There is an increasing sen- 
sitivity to persons as the old mechan- 
istic viewpoint is being abandoned. 
One must, therefore, emphasize the 
dualistic nature of man: his body and 
his soul, the psyche and the soma, 
realizing that no disease is entirely 
mental or entirely physical. Proper 
consideration must be given to both 
factors. To put it succinctly, in mod- 
ern procedures more emphasis must 
be placed on the patient who has the 
operation than on just the operation 
itself. 

The anesthetist must keep in mind 
that she is dealing not primarily with 
gases and machines, but with think- 
ing, feeling, living, human _ beings: 
people who in addition to having 
diseased gall bladders, hernias, and 
various types of pathology, have 
worries, fears, anxieties, and other 
emotions. 

The question arises, how do you 
help your patient overcome his fears? 
It cannot be done merely by telling 
him not to be upset, This adds to his 
burden; he must then pretend he is 
not afraid. He must force his feelings 
underground, from whence they may 


99 


reappear in a disguised and uncon- 
trollable way. 


Neither is reasoning with him the 
answer. As previously stated, fear is 
not a reasoning thing. The patient 
will only feel misunderstood. This, 
however, is not to say that the pro- 
cedures must not be explained to him, 
simply, in a manner which he can 
understand. For if he can be pre- 
pared to follow each step of the anes- 
thetic procedure, his fear of the un- 
known will be lessened, and he will be 
less likely to fight the help the anes- 
thetist is trying to give him. 


The other psychological aid the 
anesthetist can give her patient is 
equally simple. She must be a good 
listener. As she would wish, were 
she in her patient’s place, she must 
on her pre-operative visit, let him 
talk out his own feelings, explain his 
own situation and fears and then 
think through his own problems. 
Only then, accepting her patient as 
he is, by friendly sympathy, can the 
anesthetist help his fears to disap- 
pear, Here, as in all of life, the most 
important thing for the anesthetist to 
remember is the old, tried and true, 
Golden Rule. For who among us has 
never felt fear, and from this fear, 
know what is needed. 


The practice of anesthesia, like the 
entire field of medicine, is an art as 
well as a science. As a science, the 
techniques of anesthesia can be mas- 
tered with considerable skill and 
rather quickly, but as an art, anes- 
thesia requires the constant cultiva- 
tion of these essential qualifications 
through careful nurturing, experience, 
and practice. Only then will the 
anesthetist become an efficient and 
integral member of the operating 
team. 
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What the Ophthalmologist Requires 
of the Anesthetist 


Wendell L. Hughes, M.D.* 
New York 


The Opthalmologist has the same 
general requirements of an anesthe- 
tist as any other surgeon, in that he 
wishes his patient safely under control 
during surgery and, in addition, there 
are some special requirements. In 
general it may be said that the mul- 
titudinous developments with im- 
proved methods in recent years have 
greatly increased the safety of general 
anesthesia. It is, of course, assumed 
that general anesthesia is the type 
that is referred to, since all of the 
local anesthesia in this area is given 
by the surgeon himself and spinal 
anesthesia is inapplicable. 

The most common procedures 
about the eye necessitating general 
anesthesia are: 1. Almost all pro- 
cedures in children under ten, and in 
many up to about eighteen years, de- 
pending on the emotional develop- 
ment and control of the individual 
patient; 2. Many plastic and exten- 
sive lid and orbital procedures, es- 
pecially where there is much scar 
tissue present where local anesthesia 
often takes poorly; 3. Painful in- 
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flamed or swollen conditions where 
the further swelling incident to local 
anesthesia is undesirable; 4. Exten- 
sive extraocular muscle operations, es- 
pecially on the obliques and when 
deep orbital dissection is necessary; 
5. Many times, when local anesthesia 
could well be used, the patient chooses 
a general anesthetic rather than local: 
and, finally, 6. Cataract, glaucoma, 
and other intraocular surgery. 


I have left these indications until 
the last because I feel that it is only 
in the most extreme cases that there 
is any indication for a general anes- 
thetic in these cases. It is only as 
a rarity that with proper preparation 
and technic these operations cannot 
be done absolutely’ painlessly except 
for one or two needle pricks to give 
the injections. 


There are, however, those surgeons 
who prefer to do their cataracts 
under general anesthesia. The an- 
esthesia in these cases is a quite critic- 
al part of the procedure. Heavy ster- 
torous breathing makes the head 
move with each respiration, render- 
ing it difficult to accurately place 
sutures, make exact incisions, to 
grasp the iris without injuring the 
intact lens capsule, remove capsule 
fragments without touching the vit- 
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reous and the many other equisitely 
delicate manipulations necessary in 
this type of surgery. The difference 
between success and failure in eye 
surgery often lies in the ability to 
make movements accurate to the 
thickness of a hair. It is readily 
seen that the anesthesia must 
be very smooth throughout to 
avoid movements of the head, es- 
pecially unexpected spasmodic ones 
such as were formerly so common 
with intravenous Sodium Pentothal." 
Some surgeons have their anesthetists 
give curare, or some of the related 
muscle relaxants, to lessen move- 
ments of the patient. I think it is 
readily admitted that general anes- 
thesia in these patients (mostly elder- 
lv, often in their seventies and 
eighties and occasionally nineties) 
does add one additional element of 
risk. This is particularly true if 
curare is used. I do not feel that it 
is as easy to operate for cataract with 
the patient under general anesthesia. 
and even if it were equally feasible, 
I do not believe that the additional 
risk, however slight it may be, is just- 
ified as a routine procedure in these 
elderly patients. 

As to the preparation of the patient 
for anesthesia and the anesthetic 
agent used, this varies with the in- 
dividual anesthetist and patient. 
There should be consultation with the 
surgeon as to the specific require- 
ments for the case, including details 
of the particular procedure involved, 
the estimated length of time and 
depth of anesthesia required . and 
knowledge of the general condition 
of the patient. The surgeon should 
discuss the case with the anesthetist 
and then let the anesthetist work 
out the details. 


In children the preparation for an- 
esthesia is particularly important. It 
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is routine in our hospital to give our 
young patients, from two years of 
age up to sixteen or so, rectal aver- 
tin (80 mg. per kilo). 


An enema is given the night before 
operation and on the morning of sur- 
gery. Then, one-half hour prior to the 
the time of surgery, the avertin is 
given rectally while the child is still 
in his bed, and a long strip of ad- 
hesive, placed transversely, holds the 
buttocks together to aid in retention 
of the solution. The child becomes 
drowsy and by the time he is taken 
to the operating room he is sleeping. 


The induction is usually with 
vinethene and ether on a mask until 
intubation. The anesthesia is then 
maintained with ether and nitrous 
oxide. The child may struggle a lit- 
tle when the inhalation anesthesia is 
started, but he does not remember 
any of the details. The drowsiness 
lasts for several hours postoperatively 
and his room is kept quiet to encour- 
age this sleep as long as possible. 


The amnesia induced by the aver- 
tin is particularly desirable as it lasts 
for several hours. If the patient has 
any nausea or vomiting, he rarely re- 
members it at all. Later, when the 
child comes into the office for dress- 
ings, he never mentions anything 
about the anesthetic and it is much 
easier to deal with him than in the 
olden days when preliminary seda- 
tion was not practiced. The use of 
the avertin lessens the amount of an- 
esthetic necessary for maintenance, 


Often a small dose of atropine and 
or scopolamine is given preoperative- 
ly to lessen pharyngeal and tracheal 
secretions. In adults, after prepara- 
tion with one of the newer tranquil- 
izers and anti-emetics, induction is 
usually by an intravenous agent such 
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as Pentothal® Sodium or one of the 
newer preparations such as surital. 
Then anesthesia is carried on with 
nitrous oxide and ether after intub- 
ation. 

If there is any suggestion of a 
glaucomatous condition, atropine in- 
jection and Surital® should be given 
with great caution and only on care- 
ful consultation with the surgeon. 
Either of these agents may cause a 
rise of intraocular pressure in a pre- 
disposed patient, with serious conse- 
quences such as an acute glaucoma- 
tous attack in one or both eyes. 
Cyclopropane tends to promote bleed- 
ing and should be avoided, especially 
in intraocular surgery and _ plastic 
cases. 

The surgeon also expects of the 
anesthetist that he and his apparatus 
will be out of the way during surg- 
ery. This is particularly true in the 
case of eye surgery as some of the 
usual inhalation and intubation ap- 
paratus protrudes straight forward 
from the patient’s mouth, and it is 
difficult to drape with sterile drapes 
and still maintain unobstructed light 
and visibility in the operative area. 
Allowance must be made for place- 


ment of the instrument table over - 


the patient’s chest. Also, if there 
are many observers watching the 
surgery, the anesthetist and his ap- 
paratus should not interfere with 
their ability to watch the operative 
procedure. This is, naturally, of sec- 
ondary importance but can be at- 
tained frequently with a little plan- 
ning. 

When it is necessary to take mu- 
cous membrane grafts or work in the 
mouth for any reason, the tubes, 
mouth gags and necessary apparatus 
must be so placed as to allow access 
to the area to be operated on.  In- 
tubation. may be by means of a nasal 
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tube to keep the mouth clear. Also, 
in these cases, as in other cases 
where the nose is entered, there may 
be considerable blood and clots drop- 
ping back into the nasopharynx. 
Steps should be taken to insure that 
this blood or other debris is not in- 
haled. A small inflatable rubber col- 
lar around the intubation tube which 
closes off the trachea is useful for 
this purpose. 


There is need for equipment to be 
designed that will make it possible 
to remove intubation apparatus more 
completely away from the operative 
field and out of the way of the illumi- 
nation in all eye cases. Very often, 
the tube sticks straight up out of the 
mouth when it could be designed 
with a bend so that it could come 
out of the angle of the mouth ‘so 
that there would be little or no 
elevation of the drapes in the mouth 
area. When the head is tilted 
back, this apparatus frequently 
makes the draping of the patient dif- 
ficult and when it is in place it ob- 
structs illumination. 


Also, the eye surgeon expects that 
the anesthetist will handle emergen- 
cies incident to the anesthesia so that 
he may be free to carry out the 
necessary surgery. He expects the an- 
esthetist to have the necessary ap- 
paratus available to handle cardiac 
and respiratory emergencies. He is 
expected to have an electrical stimu- 
lating apparatus to stop fibrillation 
and start normal cardiac rhythm 
when applied to the heart in cases of 
acute cardiac failure. Of course, he 
is expected to warn the surgeon of 
impending trouble so that the surgeon 
can be prepared to stop whatever he 
is doing and expose and massage the 
heart through the chest wall, if nec- 
essary, in a matter of seconds. 
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The anesthetist also expects the 
surgeon to be able to cooperate in 
such exposure at a moment’s notice. 
Sometimes this is difficult, but there 
must be no question about it when 
necessary to save a life as there are 
only about three minutes of time in 
which to start circulation again to 
prevent permanent cerebral damage. 


Respiratory failure usually gives 
warning to the anesthetist and he 
should notify the surgeon of the con- 
dition of the patient and of the pos- 
sibility of necessarily stopping the 
anesthesia. This is especially so in 
long cases and requires constant vig- 
ilance on the part of the anesthetist 
in relation to cardiac sounds and 
rhythm, pulse and blood pressure, as 
well as rhythm, type, depth and rate 
of respirations. A stethescope taped 
to the chest is necessary for the 
proper hearing of the heart sounds. 
In the old open ether methods, the 
surgeon was well aware of any change 
in respiration, but with intubation he 
is often hardly aware of the patient 
breathing through the tube and must 
depend upon the anesthetist to tell 
him of changes taking place. Pressure 
on the eye will sometimes produce 
bradycardia. This can be lessened 
by the use of atropine and the use of 
local anesthesia. 


Loss of blood is only an occasional 
problem in eye surgery, mainly oc- 
curring in plastic, orbital, or lacrimal 
sac surgery. If there is more bleed- 
ing than usual or expected, the sur- 
geon should so advise the anesthetist 
so that the body fluids may be re- 
placed during anesthesia. 
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Shock is rare in eye surgery unless 
the operation is prolonged and the 
anesthetist is usually aware of it by 
changes in blood pressure readings 
and the pulse and respiration, and he 
often takes measures to alleviate it 
without even advising the surgeon. 
Prevention, in the form of intravenous 
fluids and glucose, is routine in any 
anesthesia that is at all prolonged. 
Cardiac and respiratory stimulants 
may be given intravenously by injec- 
tion through the intravenous tubes. 


Very careful attention must be 
given to avoid injury to the vocal 
cords or other structures during in- 
tubation and the proper size tube 
should be inserted carefully, 


The anesthetist should attend to 
the patient or see that he is in trained, 
capable hands until the patient is at 
least semi-conscious and the reflexes 
re-established. For this purpose, most 
hospitals now have a recovery room 
with trained personnel in charge and 
proper equipment at hand to handle 
emergencies. The anesthetist should 
check the patient’s condition the next 
day or two to see if any complications 
ensue, such as injury to the vocal 
cords, lung or cardiac complications. 


In general, the ophthalmolgist ex- 
pects the anesthetist to give a safe 
anesthesia, to keep the patient quiet 
without complication, to take care of 
most emergencies, and to relieve him 
of worries about the patient, except 
in relation to the surgery which is the 
main purpose of the anesthetic in the 
first place. He expects him to do this 
and stay out of the way of the sur- 
geon, nurses, and everybody else in 
the operating room. 
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Anesthesia in a Psychiatric Hospital 


Edward J. Tracy, C.R.N.A.* 
East Islip, N. Y. 


The material for this paper is based 
on four years’ experience as anesthet- 
ist in a psychiatric hospital. The Cen- 
tral Islip State Hospital of New York 
State Department of Mental Hygiene 
is the second largest hospital in the 
system with a patient population 
around 10,000. 


There are two buildings in which 
surgery of almost every type is per- 
formed, The types of cases are the 
same as are found in any general hos- 
pital. The present case load averages 
about three major operations a day. 
In addition to surgical and obstetric 
anesthesia, the anesthetist frequently 
plays an important role in the Neuro- 
surgical Department, in which there 
is also a Research Unit. 


Work in a psychiatric setting offers 
a stimulating and frequently an ex- 
citing experience. In some respects 
anesthesia may have aspects similar 
to those in veterinary anesthesia. In- 
ability of some patients to communi- 
cate, often results in poor rapport 
between him and the anesthetist. Dif- 
ficulties experienced by the so-called 
“normal” patients are certainly inter- 
esting enough for the anesthetist; 
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however, with the psychiatric patient 
the whole gamut of reaction, from ut- 
ter detachment to sheer panic at the 
thought of surgery are encountered. 


Fortunately, at present, it is pos- 
sible to visit each patient before he 
is brought to the operating room. 
When making these preoperative 
rounds an attempt is made to explain 
something of what the patient will 
experience. The psychiatric nurses 
and the attendants give many cues 
upon which an approach may _ be 
based. Conferences, and the give and 
take of information between the anes- 
thetist, the operating room staff and 
the ward personnel, ultimately make 
the experience for the patient as 
atraumatic as is possible. 


Much credit for the preparation of 
the patient for anesthesia must be 
given the resident Protestant, Catho- 
lic and Jewish Chaplains. We have 
the service of the Chaplains in the 
hospital 24 hours a day and they ex- 
pertly allay many of the patient’s 
anxieties. 


Usually, after the patient is seen 
preoperatively, he is quite willing to 
verbalize his feelings about the im- 
pending surgery. Fortunately, dur- 
ing the pre-surgery visit, much of the 
insecurity that would lead perhaps to 
pathological fear is re-channeled or 
controlled. 
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The premedication can be, and 
usually is, very difficult to determine. 
A major part of the surgery is done 
on debilitated and geriatric patients. 
They are debilitated, not due to the 
diets by any means, as the food is 
excellent and they also have supple- 
mentary feeding, but it is rather due 
to their mental conditions, The pa- 
tient’s bowel habits and oral hygiene 
are often very poor. Because of these 
factors it is likely that the patient 
will be over-medicated if ordinary 
dosages are used. I prefer that the 
patient be under-medicated because 
of his usually poor physical con- 
dition. 


Where patients have been given 
tranquilizing drugs, such as Thora- 
zine, for any length of time, the 
amount of premedication or anes- 
thesia would not be less, as_ they 
probably would with a patient who 
had received a tranquilizing drug for 
the first time. 


General anesthesia is usually pre- 
ferred when dealing with the psychi- 
atric patient. The reason we seldom 
use regional anesthesia is that many 
of the patients are prone to be dis- 
turbed or uncooperative. The cata- 
tonic patient who is given regional 
anesthesia may not give evidence of 
ineffective results until he becomes 
disturbed. He may never show any 
sign of pain but later on he will re- 
member. 


When possible, before starting the 
anesthesia, check the patient for for- 
eign bodies. You never know what 
you may find in his mouth, ears or 
nose. Many times the search for for- 
eign objects may not be accomplished 
until the patient is anesthetized. Al- 
ways be prepared to discover after 
the patient has been anesthetized 
that he has eaten a nice large meal 
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which the patient in the adjoining 
bed gave to him. Because of this pos- 
sibility most surgical patients are in- 
tubated. 


All of the popular technics of gen- 
eral anesthesia are used. Dental pa- 
tients are intubated when they are 
to have multiple extractions. An aver- 
age of 4 to 6 cases a month are done 
under general anesthesia, These pa- 
tients are uncooperative and dis- 
turbed. 


A slow, smooth induction with all 
patients is best but frequently a 
“crash” technic is necessary. 

For geriatric patients during the 
past three years I have used the 
following method: (1) Thiopental 
(Pentothal Sodium") induction, 75- 
100 mgm. of 24%% solution; (2) 
Nitrous Oxide and Oxygen in an 80- 
20 mixture with the non-rebreathing 
technic; (3) after a few minutes, 20- 
40 mgm. of succinylcholine is given 
intravenously; (4) direct vision in- 
tubation. The anesthesia is main- 
tained with nitrous oxide and oxy- 
gen, 80-20, and intermittent injection 
of muscle relaxants as needed. As- 
sisted respiration is always used. For 
long procedures, less muscle relaxant 
will be needed, At the end of the sur- 
gery the endotracheal tube is re- 
moved and 100% oxygen is given for 
a few minutes. The patient usually 
responds to his name when leaving 
the operating room. 

All types of surgery are done with 
this technic. Age, poor physical con- 
dition, or both, are not contraindica- 
tions for surgery. Patients with 
cardiac decompensation’, asthma, 
marked cachexia and many other 
debilitating conditions have received 
this type of anesthesia. No cardiac 
arrest has occurred with this technic. 
With the younger patient ether is 
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also used according to the method 
described by Artusio’ as Ether Anal- 
gesia, 

Another facet of the anesthetist’s 
work in a psychiatric hospital is the 
highly overactive patient. The cause 
of the overactivity may vary from 
reaction to psychotic ideation to or- 
ganic deterioration. This type of pa- 
tient brings the anesthetist into con- 
tact with members of the X-Ray 
Department where the patients may 
receive routine x-rays or diagnostic 
tests, such as arteriogram or pneu- 
moencephalogram. Spinal taps, pelvic 
examinations, and other procedures 
in the clinic may also require anes- 
thesia for these patients. 

This all adds up to producing a 
harmonious relationship with persons 
in departments other than surgery, 
and also serves to demonstrate the 
usefulness of the nurse anesthetist in 
this type of hospital. 

Some experiences may _ illustrate 
special problems that may confront 
the anesthetist. 

One patient, following diagnostic 
x-ray for intestinal obstruction, was 
found to have the following foreign 
bodies in the intestinal tract: bobby 
pins, two sewing machine bobbins, 
straight sewing needle, eyebrow 
tweezer, lipstick container in two 
parts, safety pins and straight pins, 
plus some rolled up paper. In an- 
other instance, a patient was sched- 
uled for a pelvic examination due to 
erosion and a suspicion of carcinoma. 
Examination revealed a bobby pin in 
the female urethra with a large cal- 
culus surrounding the pin. In other 
instances, patients have been found 
with glass in their intestines, or in 
the ears. There has also been on rec- 
ord the presence of silverware in a 
patient’s stomach. Unusually large 
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hernias or tumors are found in these 
patients. 

The postoperative recovery period 
is interesting. Occasionally there is 
some temporary remission of the psy- 
chiatric problems suffered by the 
patient. This might be attributed to 
the private nursing care the patient 
receives postoperatively. 

Physically the patients may either 
have an uneventful recovery, fre- 
quently becoming ambulatory as soon 
as they react from the anesthesia or 
they may run the gamut of compli- 
cations, 

A number of patients have re- 
moved the Levine tube immediately 
postoperatively. Several postoperative 
subtotal gastrectomies have removed 
the Levine tube and eaten other pa- 
tients’ food in less than one-half hour 
after returning to their ward — and 
no complications occurred! 


NEUROSURGERY 

Hemispherectomy.’ Hemispherec- 
tomies were performed by Dandy in 
1923, the report being published in 
1928. The operation was for relief of 
infiltrating gliomas of the right hemi- 
sphere. The patient died because of 
the progressive growth of the malig- 
nancy but it was demonstrated that 
a patient could survive the removal 
of the right hemisphere although flac- 
cid hemiplegias and permanent hemi- 
anesthesia resulted. Reports of the 
successful application of this opera- 
tion continue. At Central Islip State 
Hospital, the only criteria for the 
indication of surgery is a motor defi- 
cit on one side associated with hemi- 
atrophy and is most often performed 
for relief of spastic hemiplegia, severe 
mental retardation or intractable epi- 
lepsy. However, other symptoms 
should be present, the four most com- 
mon being: 
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1. Chronic infantile hemiplegia 
with spasticity, behavior and charac- 
ter disorder, epilepsy of cortical type, 
normal or almost normal mental type. 

2. Chronic infantile hemiplegia 
without disorder of behavior and per- 
sonality. 

3. Chronic infantile hemiplegia and 
disorders of behavior and personality 
without epilepsy (all authors agree 
on this indication). 

4. Hemiplegia with normal retarda- 
tion with epilepsy. (This combination 
is rarely regarded as an operative 
indication. ) 


ANESTHESIA 

The anesthesia used is Sodium 
Pentothal® induction with Succinyl- 
choline, 20-40 mgm. before intuba- 
tion. A Pontocaine spray of 4%4% is 
also used for intubation. Maintenance 
is conducted with nitrous oxide and 
oxygen 80-20 given by the non-re- 
breathing technic with assisted respi- 
ration. Actually the aim is to carry 
the patient in as light a plane of 
anesthesia as is possible so direct 
electroencephalograms may be made. 

Because of the frequent use of 
electroencephalograms during the 
case by the surgeons, we put 1-2 cc 
of 44% Pontocaine through the en- 
dotracheal tube, and lightly spray the 
pharynx intermittently during sur- 
gery. Every two hours the patient 
breathes oxygen for about 15 min- 
utes. 

As soon as the dura and most of 
the glia is closed, oxygen only is 
given to the patient. Usually when 
the last few skin sutures are being 
inserted, the patient is moving on the 
table. Complete reaction from the 
anesthesia usually takes about two 
hours. 

The results vary according to the 
disease and to the severity of the 
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symptoms. In infantile hemiplegia 
and mental retardation there is no 
evidence of improvement. In epilepsy 
the number of attacks are greatly 
reduced, Patients with behavior or 
personality disorders are benefited. 


LOBOTOMY 

Four years ago, when I first ar- 
rived at this hospital, lobotomies were 
very common, and an average of ten 
to twelve were performed each 
month. The primary purpose was to 
make the patient more amenable to 
institutionalization. Since the advent 
of tranquilizers, this operation is very 
rarely used, lobotomy being done 
only when drugs or other therapy 
have been unsuccessful, The opera- 
tion is still used for relief of pain 
from such conditions as carcinoma of 
the genito-urinary system. 


HYPOTHERMIA 
Hypothermia is used in psychiatric 
therapy. The hypothermia blanket 
method is used. Temperatures are 
lowered to about 85° F., and often 
lowering to about 80° F. All types of 
anesthesia have been used during the 
cooling phase. This type of therapy 

shows promising results. 


EXTRAPYRAMIDAL DISORDERS 

Much of Dr. Irving S. Cooper’s* 
work on the Surgical Occlusion of the 
Anterior Choroidal Artery, started in 
Central Islip. Because of the new sur- 
gical procedure of chemopallidect- 
omy, which has a lower mortality 
rate and can be used on a much older 
age group, Surgical Occlusion of the 
Anterior Choroidal Artery is seldom 
done. When it is performed, it is usu- 
ally on patients under 55 years of 
age. 

Dr. Irving S, Cooper’s work on 
Parkinsonism also started at this 
hospital. The Globus Pallidus is the 
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area of the brain where the neuro- 
surgeon is able to relieve many of the 
symptoms of Parkinsonism. About 
1937, Bucy, Case and Klemie devised 
operations to alleviate the tremor of 
Parkinsonism. Various other proce- 
dures were developed. However, 
Meyer, in 1940, decided the risk was 
too great to warrant the general use 
of this procedure. Spiegel and Wy- 
cis’ developed a stereotactic instru- 
ment. Numerous modifications have 
been developed since this instrument 
was first introduced. 


Most authors agree this is the 
treatment of choice for Parkinsonism, 
The procedure involves the placement 
of a polyethylene catheter into the 
Globus Pallidus after a pneumoence- 
phalogram. The position of the cathe- 
ter is checked by x-ray; then pro- 
caine is injected. The catheter is left 
in place and repeated injections of 
absolute alcohol are given over a 
period of 7 to 10 days. This causes 
a permanent neurolytic lesion. From 
reports in the literature the treatment 
appears to give permanent relief of 
symptoms. 


The preferred method of anesthesia 
is local infiltration. Many surgeons 
prefer that the involuntary movement 
be somewhat controlled for the pro- 
cedure. To do this, intermittent in- 
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jection of 25 mgm. of Sodium 
Pentothal" is used. This method is 
effective. Patients that are uncooper- 
ative must have a patent airway as- 
sured by endotracheal intubation as 
it is frequently difficult for the anes- 
thetist to get near the patient’s head 
when the stereotactic instrument is 
in position. The injections are usually 


performed a few days _ postopera- - 


tively. This method is now used 
for many Extrapyramidal Disorders, 
such as Huntington’s Chorea and 
Dystonia, 


SUMMARY 
The Anesthetist plays an impor- 
tant role in the care of the psychiat- 
ric patient. Working in a Mental 
Hygiene Hospital can be, and is, very 
gratifying—it is a constant challenge. 
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SMOOTH INDUCTION...UNEVENTFUL AWAKENING 


Sutital 


ultrashort-acting intravenous anesthetic 


SODIUM 


With SURITAL Sodium, the patient's journey 

into surgical anesthesia is smooth and rapid; 

similarly, her return to consciousness prompt, 

pleasant, and uneventful. 

SURITAL Sodium offers the surgeon, the anes- 

thesiologist, and the patient these specific 

advantages: 

* rapid, smooth induction 

* evenly sustained surgical plane of anesthesia 

* prompt, pleasant recovery 

* relative freedom from laryngospasm and 
bronchospasm. 


Detailed information on SURITAL Sodium (thiamylal sodium, 
Parke-Davis) is available on request. 


¢ 
a PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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A Mopiriep OrEN ENb “T” TuBE 


The open end nonrebreathing 
principle of anesthesia was instituted 
by Ayre with his development of the 
open end “T” tube. 

The purpose of this paper is to 
present a modification of a piece of 
anesthetic equipment which has been 
particularly adapted to pediatric an- 
esthesia with an endotracheal tube. 

Slocum modified Ayre’s ““T” tube 
by adding a connector with a vent 
and shaping the whole assembly in a 
curve similar to the well known 
“ether hook”. 


The open end non-rebreathing prin- 
ciple of anesthesia has definite ad- 
vantages in pediatric anesthesia. 
These are associated with decreasing 
“dead space” and respiratory resist- 
ance. Most commercially produced 
connecting pieces used with endotra- 
cheal tubes in pediatric procedures 
add a proportionately high percent- 
age of “dead space’, increasing the 
carbon dioxide tensions and _ pro- 
ducing characteristic physiological re- 
sponses which are detrimental to 
children under surgery. The added 
space itself imposes an additional 
burden on respiratory effort. “T” 
tubes do not add “dead space” and 
materially reduce resistance in respir- 
ation. 


Construction of “T” tubes used in 
the past has necessitated the passage 
of the inhaled and exhaled mixture 
turn in the assembly. 


around a 90 


Aspiration of secretions cannot be. 
accomplished around this 90° angle 
and to do so involves disconnecting 
the ““T”’ from the endotracheal tube. 
Modification, to elimate the necessity 
of disconnecting the ‘“T”’ was accom- 
plished by making a permanent at- 
tachment of the endotracheal tube to 
one limb of the ‘‘T” cross arm. This 
produced a straight thru relationship 
between the endotracheal tube and 
the open end of the “T” allowing 
easy aspiration of secretions, and ‘in 
addition, a short stilet can be used 
to add rigidity and help direct the 
end of the endotracheal tube at in- 
sertion, 


The actual construction of this 
modified version of the “T”  be- 
came a sort of “do it yourself” pro- 
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ject. Several models were made and 
their use discussed and criticized be- 
fore the final model was built. 


As shown in the first view the 
needle adapter from a_ disposable 
intravenous infusion set is inserted 
directly into the endotracheal tube. 
This is used only on sizes “O” and 
“1” endotracheal tubes. The part of 
the adapter which fits inside the 
needle hub was found to be a snug 
fit in the “0” tube and the larger 
part of the adapter was found to fit 
snugly in a “1” tube. Sizes “2” and 
“3” endotracheal tubes fit directly 
on the cross arm of the “T” and do 
not need an intervening part, thus 
one disposable intravenous infusion 
adapter will suffice for one set of 
“T” assemblies, The plastic tubing 
shown was salvaged from a blood and 
plasma set and it fits snugly over the 
cross arm and the larger part of the 
needle adapter. Abbott needle adap- 
ters were used because of their thin- 
ner walls and rigidity; they may also 
be autoclaved without deterioration. 
The plastic tubing was obtained from 
a Cutter blood and plasma infusion 
set. It is superior to rubber tubing 
because it will withstand more bend- 
ing without leaking. Plastic shrinks 
with age so it should fit closer as it 
gets older. 


The rubber cork is forced on the 
long stem of the “T” with the use of 
a vise and cannot be removed by 
hand. It is a size “O” with one per- 
foration. 


The 4%" copper tubing connector 
used in the end of the breathing bag 
is a standard item obtainable in hard- 
ware and plumbing supply stores. 
Its: purpose is to facilitate positive 


and rapid connection of the ‘“T” as- 
sembly to the breathing bag after the 
endotracheal tube is inserted in the 
trachea. These ““T” assemblies are 
left permanently attached to the 
endotracheal tubes as shown in the 
assembled view. This leaves only 
one connection to be made in using 
this set-up. The cost of a complete 
set of four, with tubes and one bag, 
if the “T”s are made by the user, 
should be about six or seven dollars. 
The tubes and the bag constitute the 
larger part of this cost. 
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modified “T” sets have 
been made for and used by several 


These 


anesthetists and two anesthesiologists. 
To date they have been used on ap- 
proximately 25 patients, ranging in 
age from two months to six years, and 
in procedures such as Plastic, Neuro 
surgery, Urological, surgery in prone 
position, and E.N.T. The only ad- 
verse comment so far is that in the 
E.N.T 


procedure the tube was 
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slightly short, a fault easily remedied. 


While this is not presented as an 
original feat of anesthesia equipment 
manufacture it does seem to serve a 
useful purpose and has merit in the 
matter of reducing the possibility of 
carbon dioxide accumulation, respira- 
tory resistance, number of connec- 
tions needed in using and the cost is 
small as compared to the usual 
equipment purchasable. 


The following is a list of materials 
used: 

yy” outside diameter copper tubing 

yy,” copper tubing connectors 

“O”", 1, 2, 3 endotracheal tubes 
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Discarded intravenous intusion 
sets (Abbot) 

Part of dicarded blood and plasma 
infusion set (Cutter) 
liter or 1 liter bag witli tail 

Che tools used in the construction 
were: 

Drill press and proper sized bits 

Hacksaw 

Polishing wheels or steel wool 

Soldering equipment (propane 
torch) \ ise 
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Static electricity has been a constant source 

of danger in operating rooms and other areas— 
but you can control this problem with 
NEGASTAT! This proven liquid anti-static 
solution was developed in 1952 for explosive 
manufacturers, commercial laundries and the 
aircraft industries. It has been used by them since 
that date. Three special formulas have been 
adapted for hospital use. Available in aerosol 

can, 12 ounce bottle and gallon container for 
hospital equipment, laundry and floor applications. 


@ Safely eliminates Static Electricity 


@ Non-toxic. Will not injure or stain skin, 
fabrics or other surfaces 


@ Contains no glycerin or soap 
@ Deodorizes, sterilizes 


@ Stops creep in nylon uniforms 


Write today...for complete detai/s/ 


Functional Products - Warsaw, Ind. 
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Now Available 
the answer to Big Hospital Bills 


AANA’s new ‘‘Major Hospital Plan’’ 


Without doubt the greatest single 
advance ever made in behalf of the 
financial security of AANA members 
is the association’s newly adopted and 
approved Major Hospital Plan. 

Now — for the first time —- AANA 
members can readily tind the answer 
to the hitherto disturbing questions: 
where is the money to come from for 
BIG hospital bills? 

Major Hospital coverage represents 
the most advanced and comprehen- 
sive form of hospital expense protec- 
tion available today. Its approval and 
adoption is a tribute to the American 
Association of Nurse Anesthetists and 
testimony of its concern for the wel- 
fare of all members. Perhaps no other 
form of hospital expense protection 
has received the widespread publicity 

or acclaim as Major Hospital 
protection, Newspapers and national 
magazines have publicized its merits 

and the public demand for a plan 
that would provide protection against 
financially catastrophic hospital ex- 
penses. Briefly it: 

Pays ALL hospital charges up to 

$10,000 including 75% of all nurs- 

ing care — with an optional “de- 
ductible” amount of either $300 or 


$500 — depending on the plan you 
choose. 


It steps right in and pays the BIG 
bills where your ordinary hospital 
policy leaves off, protecting you 
against the financial drain of a long 


confinement. It’s as simple as that! 
The cost? It is obtainable NOW dur- 
ing the Charter enrollment for as 
little as 321.00 a year (depending on 
your age). Yes, and dependents may 
be included! Inactive members may 
apply, too. After 50% of the members 
are enrolled all members will be ac- 
cepted regardless of health conditions, 
Surgical benefits may also be added 
to pay up to $500, depending on the 
nature of the operation. 


More than 11,000,000 Americans 
already enjoy the broad protection of 
Major Hospitalization a fact that 
weighed heavily in the decision of 
AANA to adopt and approve your 
own Major Hospital program — with 
improvements. It is a Group plan, 
therefore you enjoy the benefits of 
low group rates. Best of all, your pol- 
icy cannot be cancelled so long as the 
plan is in force and you remain a 
member until you retire or reach age 
70. 

All members under age 69 may en- 
roll now during the Charter Enroll- 
ment period. After the initial period, 
only members under age 60 may ap- 
ply. So don’t delay—act today. Fill 
in the coupon on page 115 and send 
it in the mail for complete informa- 
tion at no cost or obligation, 

JOHN MAGINNIS 
Insurance Consultant 


AANA 
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NOW-—FOR THE FIRST TIME! .... 
THE ANSWER TO BIG HOSPITAL BILLS— 


AANA’S NEWLY ADOPTED 
AND APPROVED 





MAJOR HOSPITAL PLAN 
leas $10,000.00 


FOR HOSPITAL BILLS 


including up to 75% of Nurses Fees in 
the hospital 
Your Choice of $300 or $500 Deductible Plan 
Optional $500 Surgical Schedule 
COST? As little as $21.00 a year (depending on your age) 











All members under Age 69 — and their dependents — are eligible 
during the Charter Enrollment period now open. 


Maginnis & Associates, Inc. 

AANA Insurance Consultants 

327 S. LaSalle St. — Chicago 
| am interested in more details at no cost or obligation 
to me of the AANA MAJOR HOSPITAL PLAN that will 
pay up to $10,000.00. 


After the enrollment 
period only mem- 


bers under age 60 


may apply. 
eee 
FILL IN THE COU- ee 
PON FOR MORE Address . 
INFORMATION. TEEN, RR | 


Fill in this coupon and drop it in the mail 
TODAY during the Charter Enrollment Period 
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IMMUNITY OF CONNECTICUT 
HosprraLs HELD ro Bar ACTION 
FOR NEGLIGENCE OF NURSES 

This action was brought to recover 
damages for the injuries and result- 
ing death of the plaintiff’s decedent. 
At the time of the occurrence com- 
plained of, she was a patient in the 
Bridgeport Hospital. That institution 
and a supervisor of nurses are the de- 
fendants. The jury returned a verdict 
in favor of the plaintiff against both 
defendants, 


From the evidence it appears that 
the jury could have found facts as 
follows: On January 20, 1952, the 
plaintiff’s decedent, Mrs. Purowski, a 
woman of sixty-four years of age, was 
admitted to the defendant hospital 
for treatment for a bronchial asthma 
condition. She was assigned to ward 
2 west. She occupied room 216, a 
small room which was part of the 
ward. She was under the care of the 
nursing personnel having charge of 
the ward and was a ward patient. She 
was put in an oxygen tent and given 
seconal and on January 23 she was 
improved and her own physician or- 
dered that she be kept out of oxygen. 
On the shift beginning at 11 p.m, on 
January 23 and ending at 7 a.m. on 
January 24, Lillian Jenulesen was the 
nurse in charge of the patients in 
ward 2 west. Early in the morning of 
January 24 she noticed that Mrs. 


Purowski was becoming very restless 
and confused and was having halluci- 
nations. It was impossible for Mrs. 
Jenulesen to keep a constant watch 
over Mrs, Purowski. On several oc- 
casions Mrs. Jenulesen advised the 
night supervisor of the condition of 
the patient and finally, at about 4 
a.m., reported that Mrs. Purowski 
was getting worse and requested ad- 
ditional help in the ward. No addi- 
tional help was received. Shortly after 
6 a.m., Mrs. Jenulesen heard a thud 
in room 216, entered the room and 
saw that the patient’s bed was empty. 
Almost immediately, Mrs. Purowski 
was found lying on the sidewalk two 
stories below, having sustained seri- 
ous injuries which resulted in her 
death. She had either fallen or 
jumped from the window of room 
216 at a time when she was disori- 
ented. 

The plaintiff offered no evidence 
showing that this defendant was neg- 
ligent in its selection of its servants 
and agents, or showing that it failed 
to provide facilities and staffing ade- 
quate to supply the needs of the 
hospital in conformity with the pro- 
visions made by similar hospitals 
similarly situated and was thereby 
negligent, or showing that it was neg- 
ligent because it permitted the ward 
in question to be presided over by 
a nurse who, although a graduate 
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nurse, was not a_ registered one. 
The question presented, therefore, is 
whether there was offered at the trial 
evidence upon which reasonable per- 
sons could have reached the conclu- 
sion that the decedent’s injuries were 
caused by the hospital’s negligence 
in any one or more of the foregoing 
respects. There is no occasion to dis- 
cuss the claim having to do with the 
defense of charitable immunity. This 
court has just decided that the doc- 
trine still prevails in Connecticut. 
(Parowski v. Bridgeport Hospital, 7 CCH 
Neg. Cases 2d 554—Conn.) 

HosprraL Record ENTRIES SHOULD 
Have Bren READ IN BLoop 
TRANSFUSION CASE 

Ten days following an operation 
for the removal of a tumor, Mrs. Lu- 
cille Joseph died in the L.D.S. Hos- 
pital of a “lower nephron nephrosis”’ 
(inflammation of the kidneys). Plain- 
tiff. her husband, brought this action 
for himself and children for wrongful 
death. alleging that the hospital had 
negligently administered a_transfu- 
sion of incompatible blood which 
brought on the kidney infection, 
proximately causing her death. 

The two basic issues contested by 
the parties were: (1) Did plaintiff's 
decedent receive an incompatible 
blood transfusion from which = she 
died: and (2) if so. was the defend- 
ant hospital negligent in connection 
with administering it, or in failing to 
stop it after an unfavorable reaction 
was noticed. The case was submitted 
to the jury which returned a verdict 
of no cause of action. 

The controversy over the rulings 
on evidence devolves upon the sus- 
taining of defendant’s objection to 
permitting the plaintiff’s counsel to 
read and use in his argument to the 
jury certain entries upon the hos- 
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pital record made by two doctors, 
V. L. Rees and Kenneth A. Crockett, 
who had been called in to consult 
with respect to the treatment of Mrs. 
Joseph. The notations which counsel 
indicated a desire to read are as fol- 
lows: 

“Pelvic Laparoling 4-453 followed 
almost immediately by a chill and 
dark urine. 

... This pt is going into some type 

of renal decompensation possible on 

the basis of a transfusion reaction 
’ Signed “V. L. Rees.” 

And at the bottom of the same page 

of the Progress Notes: 

“This is undoubtedly a Lower 
Nephrone Syndrome from hemolitic 
Blood transfusion ” Signed 
“KAC”, 

The above entries have a direct 
bearing on a critical and disputed is- 
sue: whether Mrs. Joseph received 
a transfusion of incompatible blood 
which caused her death. 

During the trial, Dr. Val Sundwall, 
who had performed the initial oper- 
ation on April 4, testified that in his 
opinion the patient probably died as 
a result of a blood transfusion reac- 
tion. However, Dr. John H. Carl- 
quist, the pathologist and director of 
laboratories at the hospital, who was 
called in on the case and made tests 
of the patient after difficulties had 
developed, and who qualified as an 
expert in the field of blood transfu- 
sions and blood typing, being sub- 
jected to a searching examination by 
counsel for plaintiffs, was obviously 
evasive and persistently refused to 
concede that there was any definite 
proof that Mrs. Joseph either re- 
ceived, or died as a result of, a trans- 
fusion reaction. 

“The fact that he repeatedly re- 
fused to admit that there was any 








evidence from which a_ conclusion 
could be drawn that the patient had 
had an incompatible blood transfu- 
sion or that her death resulted from 
one, shows plainly that the entries in 
the record did not represent merely 
a recapitulation of other testimony 
brought out at the trial, but could 
reasonably be interpreted as opposed 
to his testimony. It was therefore evi- 
dence of extreme importance to the 
plaintiff's theory as to the cause of 
death. 


“Defendant urges that inasmuch as 
the doctors who made the notations 
were not employees of the hospital, 
such entries were neither admissible 
nor binding upon it. Anent defend- 
ant’s contention in regard to entries 
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which might be made by unauthor- 
ized persons having no connection 
with it, we remark aside that if some 
meddler, having no duty for legiti- 
mate business doing so, made entries 
upon the hospital record, that would 
he subject to explanation by the hos- 
pital, facts not present here. 


“In view of the fact that there is— 
such substantial doubt that we can- 
not, with any degree of assurance, 
affirm that the use of such evidence 
would not have been helpful to the 
plaintiff, the doubt should be resolved 
in favor of allowing him to have a 
full and fair presentation of his cause 
to the jury.” 


(Joseph v. W.H. Groves Latter Day Saints 
Hlospital, 7 CCH Neg. Cases 2d 767—Utah) 
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Kory, R. C.: Routine measurement of 
respiratory rate. An expensive tribute to 
tradition. J.A.M.A. 165: 448-450 (Oct. 5) 


1957. 


“The measurement of the respira- 
tory rate in hospital patients has been 
a routine procedure for many years... 
It is the purpose of this study (1) 
to reexamine the clinical value of the 
routine measurement of the respira- 
tory rate, (2) to assess the accuracy 
of such measurements in representa- 
tive hospitals, and (3) to point out 
the approximate annual cost of per- 
sonnel time used in this routine pro- 
cedure in our hospitals . . .. 

“The data herein presented demon- 
strate that each year over 3,500,000 
hours of personnel time (representing 
over $5,500,000) are devoted to an 
unreliable, largely useless routine 
which has been continued in hospital 
procedure wholly because of tradi- 
tion. The thesis espoused in this re- 
port is that the elimination of these 
routine measurements would in itself 
improve medical practice and patient 
care, by eliminating erroneous in- 
formation from patients’ hospital re- 
cords and by freeing nursing person- 
nel for more important duties. In 
place of this routine, the physician 
would specify those patients or par- 
ticular wards in which he considered 
close observation of respiration nec- 
essary. The nurse, in turn, would ob- 
serve the character as well as the 
rate of ‘respirations’ in such patients. 
Such a proposal should result in im- 
proved patient care and more ac- 


curate medical records and at the 
same time save over 3,500,000 hours 
of personnel time each year in United 
States hospitals.” 


Cull, W. A., and Hingson, R. A.: 
Dedication, education, and organization in 
the round-the-clock staffing of a modern 
obstetrical analgesia and anesthesia serv 
ice. Bull. Maternal Welfare 4: 17-26 (Sept 
Oct.) 1957. 


“Throughout America today ob- 
stetrical and gynecological services 
have been hindered in providing com- 
plete maternity service through se- 
rious shortage in anesthesia cover- 
age.... 


“Tf there are to be further reduc- 
tions in material mortality consistent 
with the trend of spectacular progress 
during the past quarter of a century 
in reducing maternal mortality and 
infant mortality... special study, 
research and improvement must be 
effected in the areas still supporting 
a high incidence of maternal and in- 
fant mortality and morbidity: 1. The 
disproportionate loss of life of both 
mothers and babies among the In- 
dian, Mexican, Negro and Puerto 
Rican peoples. 2. The high death 
rate among babies born to diabetic 
mothers. 3. The increased hazards 
and losses amongst premature in- 
fants. 4. The high morbidity and 
mortality among babies born through 
breech deliveries. 5. The relatively 
high mortality to both mothers and 
babies in cesarean deliveries. 6. The 
high infant and maternal losses in 
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pregnancies complicated by toxemia. 
All of these areas for research and 
further study belong in the orbit of 
a team in which obstetricians and 
anesthesiologists unite with other 
professional services with affiliated 
interests .... 


“No one factor is responsible for 
the improvement in results and the 
improvement in anesthesia coverage 
in our department. It is a combina- 
tion of the efforts of a dedicated 
staff; a well organized and planned 
program in which there is the greatest 
cooperation between hospital admin- 
istrators, obstetricians, anesthesiolo- 
gists, nurse anesthetists, residents in 
training and our supporting secretar- 
ial and statistical personnel. We feel 
certain that this type of organization 
can be reproduced in most of the 
large maternity departments in the 
United States, with the final result 
being safer and more complete ma- 
ternity and infant care.” 


Lofstrom, Bertil.: Changes in blood vol 
ume in induced hypothermia. Acta anaesth. 
Scandinav, 1: 1-13, 1957. 


“In earlier investigations... in- 
duced hypothermia was found to be 
accompanied by intravascular aggre- 
gation and impairment of capillary 
flow. The purpose of the present in- 
vestigation was to determine whether 
any correlation could be demonstra- 
ted between the changes in the capil- 
laries and changes in blood volume. 
It would also be of interest to exam- 
ine whether the total amount of cir- 
culating hemoglobin was decreased 
after hypothermia as has been found 
to the true after fractures and burns... 
By determination of the erythrocyte 
sedimentation rate and the dve dis- 
appearance curves for Evans blue it 
might also be possible to form an 
opinion of the cause of intravascular 
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aggregation observed during hypo- 
thermia.... A total of 71 rabbits 
weighing about 2 kg were used.... 


“Control group of rabbits sub- 
jected to anesthesia only was in- 
cluded. It was observed that: The 
total plasma volume decreased during 
hypothermia (13 per cent and 20 per 


cent at 26° and 20° C, respectively, - 


below that of the anesthesia group). 
This decrease reached values of 28 
per cent and 35 per cent, respectively, 
below those obtained for the original 
preanesthetic plasma volume. During 
the rewarming period the plasma vol- 
ume was restored. 


“A reduction in the total amount 
of effectively circulating hemoglobin 
occurred at 20° C when an appre- 
ciable stagnation in the blood cells 
was Observed in the peripheral ves- 
sels. After deep hypothermia (20° C) 
anemia developed of the same se- 
verity as that observed during hypo- 
thermia. It is suggested that intra- 
vascular aggregation might be the 
cause of the decrease in the white 
blood cell and platelet counts during 
hypothermia. Intravascular aggrega- 
tion occurring during hypothermia 
appeared to be due to an increase in 
the protein and blood cell concen- 
trations.” 


Axelrod, Julius and Cochin, Joseph: 
The inhibitory action of nalorphine on the 
enzymatic n-demethylation of narcotic 
drugs. J. Pharmacol. & Exper. Therap. 121: 
107-112 (Sept,) 1957. 


“It has been shown in this labora- 
tory that a variety of narcotic drugs 
are N-demethylated by an enzyme 
system found in mammalian liver mi- 
crosomes. ... Since nalorphine blocks 
the pharmacological action of the 
same compounds that are attacked 
by this enzyme system... it was of 
interest to investigate whether or not 
its inhibitory action extends to the 
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biochemical process of N-demethy- 
lation described previously. During 
the course of the studies reported in 
this paper, it was found that nalor- 
phine does exert an antagonistic ac- 
tion on these in vitro processes, as 
well as on pharmacological effects in 
Vivo... 

“Nalorphine and its analogues in- 
hibit the N-demethylation of mor- 
phine and other narcotic drugs in 
rat-liver microsomal preparations. 
N-substituted normorphine  deriva- 
tives with a 3-carbon chain linked 
to the nitrogen atom are the most 
potent inhibitors. Nalorphine is deal- 
kylated to normorphine by enzymes 
in the rat liver microsomes and sol- 
uble supernatant fraction, which re- 
quire triphosphopyridine nucleotide.” 


Seldin, H. M.: Survey of anesthetic fa 
talities in oral surgery and a review of the 
etiological factors in anesthetic deaths. J. 
Am. Dental Soc. Anesthesiology 5: 5-12 
(Feb.) 1958, 


“Anesthetic fatalities, when they 
occur in a dental office, are usually 
highly publicized in the press. These 
reports present a picture completely 
out of proportion to the frequency of 
such fatalities .... The employment 
of any anesthetic agent, regional or 
general, is accompanied by the danger 
of possible loss of life... . 


“A comprehensive survey of the 
safety of anesthesia in the dental 
office was published by Seldin and 
Recant in 1955.... In this compar- 
ative study only those anesthetic 
mortalities in hospitals and medical 
offices were used in which anesthesia 
had been administered for procedures 
of approximately similar severity and 
duration to those performed in dental 
offices. Only those medical cases 
where the physical status of the pa- 
tient might be assumed to have been 
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similar to that of patients usually 
encountered in dental and oral sur- 
gical procedures were included in the 
survey.... The survey was made 
from the records in the Medical Ex- 
aminer’s office of anesthetic deaths 
for the ten-year period 1943 to 1952 
inclusive. It was estimated that 
during that ten-year period about 
90,000,000 administrations of local 
anesthetics and about 1,000,000 ad- 
ministrations of general anesthetics 
were made by dentists in New York 
City. 

“The ten-year total of anesthetic 
deaths was 1,867. Total anesthetic 
mortalities in dental offices was 8; 
anesthetic deaths during tonsillec- 
tomies and/or adenoidectomies was 
51; and anesthetic fatalities during 
ophthalmological procedures was 15... 
Of the ten-year total of anesthetic 
deaths in dental offices, two were 
caused by local anesthetics and _ six 
by general anesthetics. If we consider 
the fact that about one general anes- 
thetic is administered to every 90 
local anesthetics, we see that per- 
centage-wise the local anesthesia 
safety record surpasses by far the 
excellent record of general anesthesia. 

“Recently I made a_ nation-wide 
survey of anesthetic mortalities in 
oral surgery for the years 1950 to 
1956 inclusive.... The 314 com- 
pleted questionnaires indicated that 
these oral surgeons administered ap- 
proximately 7,956,627 anesthetics in 
their offices and/or hospitals. Of 
these, 4,244,449 were local and 
3,712,178, general. There were 59 fa- 
talities reported. Fifteen occurred in 
their offices, 43 occurred in hospitals 
and one in a patient’s home.... Of 
the 59 anesthetic deaths three were 
caused by regional anesthetics and 
56 by general anesthetics. Of the 
three local anesthetic deaths one was 
in a hospital and two in offices, Of 
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the 56 general anesthetic deaths 42 
occurred in hospitals, 13 occurred in 
offices and one in a patient’s home, 
in spite of the fact that there were 
significantly more general and local 
anesthetics administered at the offices 
of oral surgeons than at hospitals for 
oral surgery. Intravenous barbitu- 
rates were administered in 37 of the 
59 mortalities due to general anes- 
thetics.... 


“Intravenous barbiturates, when 
employed in anesthetic doses, pro- 
duce depression of respiration and 
circulation. The fact that 37 of the 
59 deaths occurred where intravenous 
anesthesia was employed and 19 fa- 
talities where sodium Pentothal was 
the sole agent would indicate that 
the intravenous barbiturates in gen- 
eral anesthesia are not as innocuous 
as some people claim them to be... . 
The excellent safety record of local 
anesthesia in dental offices is due in 
large measure to small dosage. This 
afety can be further enhanced by 
using an aspirating syringe as advo- 
cated by Monheim.” 


Questions and Answers: Explosion 
hazard in the recovery room. J.A.M.A. 166 
711 (Feb. 8) 1958. 


“To the editor:—-The question of 
explosion hazards in the modern re- 
covery room has arisen in our hos- 
pital. Please answer the following 
questions. 1. What are the explosion 
hazards in the modern recovery 
room? 2. Do the gases given off by 
the patient after admission to the re- 
covery room constitute an explosion 
hazard? 3. What attire would be 
considered proper for recovery room 
personnel? .... 


“Answer..—The explosion hazards 
in a modern recovery room are es- 
sentially the same as those in a mod- 
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ern operating room. Oxygen, ether. 
acetone, and alcohol are present, and 
every normal precaution should be 
taken to prevent fire or explosion .... 
The use of conductive clothing and 
proper conductive floors and ground- 
ing of all apparatus is a must. All 
electrical apparatus should be in ex- 
cellent repair and should bear the 
Underwriters Laboratories’ seal of. 
approval. There has never been 
brought to the attention of medical 
authorities any case in which the 
gases given off by the patient con- 
stitute an explosion hazard. The 
attire of personnel in the recovery 
room should be the same as that of 
operating room personnel. For ex- 
ample, the circulating nurse in an 
operating room should be carefully 
capped, gowned, and masked. There 
should be washing facilities in the 
room so that individual care can be 
given to each patient without chances 
of cross-infection. The nurse’s cloth- 
ing should be of the proper nature, 
as should any blankets or other ma- 
terial used to cover the patient. As 
a general rule, the precautions and 
techniques in a recovery room should 
be very similar to those enforced in 
the operating room.” 


Axelrod, Julius and Cochin, Joseph: 
The inhibitory action of nalorphine on 
the enzymatic n-demethylation of narcotic 
drugs. J. Pharmacol. & Exper. Therap 
121: 107-112 (Sept.) 1957 

“It has been shown in this labora- 
tory that a variety of narcotic drugs 
are N-demethylated by an enzyme 
system found in mammalian liver 
microsomes. Since nalorphine 
blocks the pharmacological action of 
the same compounds that are at- 
tacked by this enzyme system 
it was of interest to investigate 
whether or not its inhibitory action 
extends to the biochemical process 
of N-demethylation described previ- 
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ously. During the course of the stud- 
ies reported in this paper, it was 
found that nalorphine does exert an 
antagonistic action on these in vitro 
processes, as well as on pharmaco- 
logical effects in vivo. 


“Nalorphine and its analogues in- 
hibit the N-demethylation of mor- 
phine and other narcotic drugs in 
rat-liver microsomal — preparations. 
N-substituted normorphine  deriva- 
tives with a 3-carbon chain linked to 
the nitrogen atom are the most po- 
tent inhibitors. Nalorphine is deal- 
kylated to normorphine by enzymes 
in the rat liver microsomes and solu- 
ble supernatant fraction, which re- 
quire triphosphopyridine nucleotide.” 


Batterman, R. C., Golbey, Maurice, 
Grossman, A. J., and Leifer, Paul: An 
algesic effectiveness of orally administered 
cthoheptazine in man. Am. J. M. Sc. 234 
413-419 (Oct.) 1957 


“The utilization of . . . ethohepta- 
zine was evaluated in 4 groups of 
patients requiring analgesics for a 
wide variety of medical and surgical 
conditions. It was also possible in 2 
groups of patients to compare the 
effectiveness of ethoheptazine when 
administered concomitantly with as- 
pirin. 


“Satisfactory analgesia regardless 
of etiology of painful state was 
achieved in 73% of ambulatory pa- 
tients. Sixty-two per cent of hospital- 
ized patients responded, but required 
a higher dosage. Postpartum pain 
was satisfactorily controlled in 82% 
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of the patients treated with ethohep- 
tazine alone and in every instance 
treated with combined ethoheptazine 
and aspirin. The occurrence of insig- 
nificant untoward reactions was noted 
as 4% for both ambulatory and hos- 
pitalized patients.” 


Keeri-Szanto, Michael and Labarre, 
Jules: Buthalitone sodium anaesthesia ; 
drug consumption and serum protein studies 
Canad. Anaesthetists’ Soc. J. 4: 338-344 
(July) 1957. 


“Buthalitone sodium is the sodium 
salt of 5,5-allyl-(2’methyl-propy])- 
thiobarbituric acid. It is known in 
Great Britain as ‘Transithal’ and on 
the European continent as ‘Baytinal.’ 
We recently had the opportunity to 
use buthalitone sodium. . . . Thirty- 
seven patients undergoing uterine 
curettage were the subjects of our 
study. ... 


‘“Buthalitone sodium has a shorter 
action than other thiobarbiturates 
now available. It appears to be free 
of harmful side effects and produces 
relatively little respiratory depres- 
sion. These characteristics indicate 
that its field of greatest usefulness 
is anaesthesia for minor surgery and 
office and dental procedures, subject 
to the usual precautions with thio- 
barbiturates. Serum protein 
changes following buthalitone sodium 
anaesthesia were also studied. All 
protein fractions decreased while 
a,-globulin showed a significant in- 
crease. This is interpreted as an early 
response to over-all stress rather than 
to any specific anaesthetic agent.” 
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Editor’s Note: Effective February 1, 1958 Ohio 
Chemical obtained the distribution franchise 
throughout the United States of America and 
Canada for “The Life-Saving Team” of elec- 
tronic cardiological equipment manufactured by 
Dallons Laboratories, Inc. This step further ex 
pands the scope of Ohio Chemical’s ability to 
better serve hospitals. 


THE INTENSE DRAMA OF 
CARDIAC ARREST 


The field of research in anesthesia in recent 
years has emphasized the urgent and constant 
need for the development of compact and port 
able equipment for the early detection of im 
pending cardiac arrest or difficulty. In addition 
to the visual and auditory aids, compact, effi 
cient emergency units were demanded. 
Eminent medical authorities have written with 
great concern on the subject of cardiac arrest 
agreeing that... the best treatment for cardiac 
arrest and ventricular fibrillation is PREVEN 
TION. This is Preventive Medicine at its best. 
The ever-increasing bibliography on the causes, 
detection and emergency treatment of cardiac 
arrest led Dallons Laboratories to develop equip 
ment to meet this need. The portable cardio 
scope and cardiophone were designed for early 
detection of impending difficulty, and the Pace 
maker and the Defibrillator for the control of 
the electronic action of the heart in the event 
of an emergency. 

The report “Cardiac Arrest” by Hewlett et al’ 
begins “No more intense drama in the op- 
erating pavilion ever is enacted than that occa- 
sioned by the catastrophe of cardiac arrest.” For 
this reason, Dallons has called their combination 
of a portable electrocardioscope and cardiophone 
(listed by Underwriters’ Laboratories, Inc.) to- 
gether with the Pacemaker and the Defibrillator, 
“The Life-Saving Team.” 


EARLY DETECTION OF IMPENDING 
CARDIAC ARREST VITAL 
Warning signs of impending cardiac difficul 
ties are manifest in the cardiorespiratory system. 
The oxygen system of the body is vital to life 
The heart is needed to provide the dynamic 
pumping action to propel the oxygenated blood 
tu the vital organs. Cole and Corday* warn 
“Cardiac arrest is considered to have occurred 
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when the heartbeat 
is no longer strong 
enough to be of 
hemodynamic signi- 
ficance. Since it re- 
sults in failure of 
oxygen transport, 
every case of car- 
diac arrest is an 
emergency calling 
for immediate ac- 
tion, because the 
cells of the celebral 
cortex cannot sur- 
vive long after oxy- 
genated blood sup- 
ply has been inter- 
rupted. Depending 
on the effectiveness 
of the resuscitative 
efforts within a very 
short period, the in 
dividual may recov- 
er completely, die 
in a few hours, or 
live longer in vary 
ing degrees of a de- 
cerebrate state.” 

Many electronic changes in the cardiac picture 
indicate impending cardiac difficulty. The func 
tioning of the cardiovascular and the respiratory 
systems are interdependent. Failure of either 
the cardiovascular system or the respiratory sys 
tem will be followed by failure of the other since 
they cannot function separately. Hosler* state 
life is a continuous process of oxygenation. 

Johnstone* reports that as research in anes 
thesia develops, the attention of the anesthe 
siologist is being directed more and more to a 
closer study of the cardiovascular system unde1 
the varying conditions of surgery and anesthesia 
The immediate success of all surgical and anes 
thetic procedures depends primarily on the pa 
tient’s cardiovascular system and its ability to 
withstand the direct and indirect stresses to 
which it is being subjected. 

Hosler® and Beck® stress the necessity for 
early detection of the signs of impending cardiac 
arrest with a warning of the urgency of the time 
element. Cole and Corday* emphasize the four 
minute limit tor cardiae resuscitation with the 
tollowing comments: The effect of time is clearl 
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demonstrated. “Of the ‘Under  four-minute’ 
group, 42% recovered completely; in the ‘over 
four-minute’ group 7% recovered; in the in- 
determinate group, none recovered. The two 
who recovered in the ‘over four-minute’ group 
both showed permanent nervous system damage ; 
they represent 1% of the total of 132.” They 
warn: “To reduce the danger of death or dis- 
ability from this cause, physicians and surgeons 
must be trained to act with promptness and pre- 
cision, solutions and apparatus must be ready 
for immediate use and visual and auditory aids 
must be used to determine the earliest signs of 
cardiac arrest. Sings of cardiorespiratory em- 
barrassment, of which bradycardia was the most 
common, usually gave warning when stoppage 
was imminent.” 


ANESTHESIA HAS ENTERED THE 
ELECTRONIC AGE 

It is a well-known fact that pulse palpation 
can be inaccurate and misleading. Blood pres- 
sure estimations are not a reliable index of myo- 
cardial function. Ordinary clinical signs may be 
misleading. For example, the color change of 
cyanosis is valueless as an early indication of 
anoxia; rather it might be considered a terminal 
sign. 

The electrocardioscope provides the anesthe- 
siologist and other members of the surgical team 
with a picture of the heart rate and rhythm, 
wandering pacemakers, the efficiency of the con- 
ducting tissue of the myocardium and may in- 
dicate changes in the position and size of the 
heart. The anesthesiologist can observe fluctu- 
ations of the autonomic tone occasioned by the 
use of the number of drugs and gases at his dis- 
posal. The cardioscope provides a valuable in- 
dex of the electrolytic balance of the blood and 
is indispensable according to Johnstone‘ in de- 
termining what is the cause of the cardiovas- 
cular collapse of the anesthetized patient. 

The use of the electrocardioscope and the car- 
diophone as diagnostic tools enable the anes- 
thesiologist to alter technique or employ oxy- 
gen, gases, and drugs to avert impending car- 
diac difficulty before the usual clinical signs ap- 
pear. This equipment is not merely a cardiac 
monitor; it is diagnostic and gives information 
prior to disaster. In the event of an unexpected 
cardiac arrest or a ventricular fibrillation, the 
cardioscope and cardiophone immediately dif 
ferentiate between the two since the sound and 
appearance of the scopic picture of the arrest 
in no way resemble the fibrillation. Without a 
cardioscope, a thoracotomy would be necessary 
to observe the action of the heart. 

Hewlett et al’ declare “The value of unhur- 
ried preparation far exceeds the most heroic emer- 
gency efforts.” Hosler® says “Every effort that 
is humanly possible should be spent in its (car- 
diac arrest) prevention.” He further states that 

“Regardless of the situation or condition it is 
possible for the physician to take control of the 
oxygen system for the patient and manage it for 
several hours, during which the patient cannot 
die. After a period of time, the control of the 
oxygen system must be given back to the pa- 
tient. If conditions are such that the patient can 
properly control the system, then the resus- 
citation will be successful; otherwise he will 
expire.” 

All of the current reports on the prevention 
and the treatment of cardiac arrest agree that 


cardiac arrest or stoppage of the heart in the 
operating room is the enigma and challenge of 
present day surgery and anesthesia. There is 
very little doubt that in the vast majority of 
cardiac arrest cases, the “sudden catastrophies” 
are preceded by definite signs which give war- 
ning of impending failure. If prompt institution 
of effective therapy is achieved — when the dan- 
ger signals occur— cardiac arrest can _ usually 
be prevented. 

The electronic Defibrillator and the electronic 
external Pacemaker are used to restore and 
maintain the desired rhythm of the heart. How- 
ever, it must be remembered that a hypoxic 
heart may not respond to electrical stimu- 
lation while in the hypoxic condition. 

The external Pacemaker has been known to 
have maintained a normal rhythm of the heart 
in a Stokes-Adams syndrome for as long as 
eight days. It can restore the rhythm in a 
bradycardia when hypoxia is not present. How- 
ever, Dallons Laboratories has never maintained 
that an electronic pacemaker is ever a substitute 
for cardiac massage together with immediate 
administration of 100% oxygen, when the heart 
goes into an actual cardiac arrest. 

TIME IS OF THE ESSENCE 

The cardioscope gives warning of the need of 
more oxygen. The cardioscope and phone warn 
in time of the need to change gases or alter 
technique. It is certainly not within the scope of 
this article to discuss the suggested methods of 
emergency treatment of either cardiac arrest or 
fibrillation. It is gratifying, however, to see the 
increasing number of surgeries across the nation 
that are employing visual and auditory aids to 
determine IMPENDING arrest. Unhurried pre- 
ventive steps can be taken, proper electronic 
equipment for defibrillating and pacing the heart 
can be ready for immediate action so that a 
catastrophe can be averted. Prominent authori- 
ties declare that this preventive action should 
be used on all surgical cases and not merely on 
“suspect” cases. In the event of emergency, ac- 
tion should be taken with the speed and preci- 
sion of a fire drill. 
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INHALATION ANALGESIA IN CHILDBIRTH 
By E. H. Sewart, M.A., D.M. (Oxon.). 
F.F.A.R.C.S., D. Obst. R.C.0.G., Consult- 
ant Anaesthetist, High Wycombe Group of 
Hospitals, Formerly Research Assistant, 
Nuffield Department of Anaesthetics, Uni- 
versity of Oxford, and R. Bryce-Smith, 
M.A., D.M. (Oxon,), F.F.A.R.C.S., First 
Assistant, Nuffield Department of Anaes 
thetics, University of Oxford, Formerly As- 
sistant Professor of Anaesthesia, Western 
Reserve University, Cleveland, Ohio. 
Springfield, Illinois: Charles C Thomas, 
Cloth. 58 pages. 1957. $1.50. 


The authors have presented a prac- 
tical manual with normal midwifery 
in mind and have laid particular 
emphasis on self-administered anal- 
vesia. The book stresses factors which 
are essential for good results and 
will be useful to the physician or 
anesthetist who are concerned with 
the practice or teaching of analgesia. 
Indexed. 


Surcery For Nurses. By James Mor- 
onevy, M,.B., Ch.B. F.R.CS.  (Eng.) 
L.R.C.P. (Lond.) ; Visiting Consultant Sur 
geon, Clatterbridge General Hospital, Ches 
hire, and Broadgreen Hospital, Liverpool. 
Examiner in Surgery to the General Nurs- 
ing Council for England and Wales. For- 
merly Hunterian Professor, Royal College 
of Surgeons of England. House Surgeon 
and Surgical Registrar and Tutor, Liver- 
pool Royal Infirmary. Cloth. 712 pages. 
Edinburgh and London: E. & S. Living- 
stone, Ltd. and Williams & Wilkins Com- 
pany, Baltimore. 5th ed,, 1958. $7.00. 


The fifth edition of this text has 
been extensively revised. Mr. Mor- 
oney has presented the many com- 


mon complications as well as the 
more uncommon conditions in a con- 


cise manner. Written for nurses, it 
contains much useful information for 
anesthetists. The chapter on Pre- and 
Postoperative Care which includes 
anesthesia will be of special interest. 
Indexed. 


Aims TO ANAESTHESIA. By Victor Gold- 
man, F FAR CS., D.A., LEAL P., 
M.R.C.S.; Senior Lecturer in Anaesthetics, 
Institute of Dental Surgery, University of 
London; Consulting Anaesthetist, Queen 
Mary’s Hospital for the East End, East- 
man_ Dental Hospital, and Battersea Gen 
eral Hospital, London. Baltimore, Mary- 
land: Williams & Wilkins Co. Cloth. 359 
pages. 4th ed., 1957. Indexed. $3.50. 

In the fourth edition of this hand- 
book the subject matter has been 
brought up to date and a number of 
illustrations replaced. 


The author has presented in a con- 
cise manner the essentials that must 
be known to anyone who administers 
an anesthetic agent. He has described 
those methods and apparatus most 
likely to be met with and gives a 
brief description of recent develop- 
ments. 


This volume will be a valuable aid 
to all anesthetists. 


Hypnocrapnuy. A Stupy IN THE THERA- 


peutic Use or Hypnotic PAintine. By 
Ainslie Meares, M.B.B.S.B., AGR. Sc. D. 


P.M., Melbourne, Australia. Springfield, 


Illinois. Charles C Thomas. Cloth. 271 
pages. 1957. $7.75. 


Dr. Meares has presented a clinical 
study in the therapeutic use of hyp- 
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notic paintings of patients under- 
going treatment. 

The hypnotized patient projects 
his conflicts in painting and the ma- 
terial thus obtained is used to help 
the patient to insight. 

This book describes something new 
in the treatment of nervous illness 
and will be of interest to the anes- 
thetist who may work with physicians 
who practice hypnosis. Indexed. 

How ro Write SciENTIFIC AND TECHNI- 
cat Papers. By Sam F. Trelease, Columbia 
University. Baltimore: Williams & Wilkins 
Company. Cloth. 185 pages. Indexed, 1958. 


$3.25 


The statement in the preface of 
this manual “Few people, in fact, like 
to write’, is the chief reason that 
this book should be of interest and 
of value to anesthetists. The author 
“takes the hand” of the beginner and 
cuides him through the paths of au- 
thorship. So carefully is the beginner 
guided by the author that no person 
with knowledge to impart should be 
reluctant to start on the journal. 
rom the choice of material for pub- 
lication, through the many phases of 
research, writing, typing, proof-read- 
ing and illustration, the details are 
spelled out clearly and with ample 
reference suggestions. Dr. Trelease’s 
present book is an outgrowth of two 
earlier books. In its new form, the 
book should serve not only as an aid, 
hut also as an inspiration to the nov- 
ice in the writing field. 


VeTeERINARY ANAESTHESIA. By John G. 
Wright, Professor of Veterinary Surgery in 
the University of Liverpool. Baltimore: 
Williams & Wilkins Company. Cloth. 317 
pages, 91 illustrations, indexed. 4th ed., 
1957. $6.75. 


This book was prepared as a text- 
book for students. The many ad- 
vances in anesthesia for humans has 
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stimulated the author to bring the 
knowledge of veterinary anesthesia 
up to date. Dealing primarily with 
anesthesia for domestic animals, a 
brief chapter is devoted to anesthesia 
for laboratory animals. 


Although most readers of this re- 
view are administering anesthesia to 
humans, there are many who will 
welcome this text for guidance in 
their extracurricular activities in lab- 
oratory work. 


ANESTHESIA AND OTOLARYNGOLOGY. By 
Donald F. Proctor, M.D.; Assistant Pro- 
fessor of Laryngology and Otology, the 
Johns Hopkins University School of Medi- 
cine; Associate Professor of Laryngology 
and Otology, Johns Hopkins, 1946-1951; 
Professor of Anesthesiology, Johns Hop 
kins, 1951-1955. Baltimore: Williams & 
Wilkins Company. Cloth. 267 pages, 33 fig 
ures. Indexed. 1957. $7,00. 


Dr. Proctor has had 15 years’ ex- 
perience as a practicing and teaching 
otolaryngologist and bronchoesopha- 
gologist, and for 4 years practiced 
anesthesiology in a large medical cen- 
ter. The combination of experiences 
is presented in this book. 


The book is divided into four ma- 
jor divisions: The first section gives 
general consideration to subjects 
ranging from mortality and morbid- 
ity, cardiac arrest and legal aspects 
to pulmonary ventilation and _pre- 
medication, It is in the other three 
sections that the combined experi- 
ences of the author are utilized in 
presenting the use of general anes- 
thesia, the use of local anesthesia and 
other aspects of the problem common 
to the otolaryngologist and anesthesi- 
ologist. 


The cooperation of the anesthesi- 
ologist and the otolaryngologist is 
stressed throughout the book. 
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Classified Advertisements 


ANESTHETIST-NURSE: 60 bed 
general hospital, new building, modern 
equipment, western Wisconsin, college 
town. Vacation, sick leave, retirement 
plan. Apply to H. C. Guntner, Man- 
ager, Memorial Hospital, Menomonie, 
Wis. 

Registered Nurse Anesthetist in 1 fully 
accredited 200 bed general hospital 
with new surgeries. Near Yellowstone 
Park. Share service equally with four 


anesthetists — three anesthesiologists 
on staff. Starting salary $500 per 
month — regular increments to $575. 


Vacation, holiday, sick leave, and so- 
cial security benefits. Thirty physician 
surgical staff covering all specialties. 
Apply to Administrator, St. Vincent’s 
Hospital, Billings, Montana. 
POSITION WANTED: Male regis- 
tered nurse anesthetist; army veteran, 
married. Desires position with hospital 
on percentage basis, or will free lance. 
Prefer midwest location but will seri- 
ously consider all inquiries. Will grad- 
uate from two year accredited school 
of anesthesia July 31, 1958. Contact 
R. L. Eighmy, 1925 E. Elm, Spring- 
field, Missouri. 





Two openings for nein comet 
by expansion of hospital. For infor- 
mation write administrator, Baptist 
ne. vineneabenaetie Florida. 





NURSE ANESTHETISTS—$450 | per 
month with experience for a 40-hour 
week, increments, paid overtime, one 
month vacation, no nights except for 
relief, all types of work except Ped- 
iatrics—modern air conditioned suites. 
Apply William E. Montgomery, R.N., 
Chief Nurse Anesthetist, Akron Gen- 
eral Hospital, Akron, Ohio. 


WANTED: REGISTERED NURSE 
ANESTHETIST: 180 bed hospital, 
modern equipment. Approved by Joint 
Commission of Accreditation of Hos- 
pitals. $500.00 per month salary. May 
become eligible for retirement benefits. 
Contact A. M. Tieche, Administrator, 
Beckley Hospital, Inc., 1007 South 
Oakwood Ave., Beckley, W. Va. 





NURSE ANESTHETISTS — For 
Homer G. Phillips Hospital, a 1,000 bed 
hospital under the City of St. Louis. 
Salary range is $464 to $564 per month. 
Three weeks vacation. Eleven paid 
holidays. Sick leave benefits. Write to 
Department of Personnel, City of St.. 
Louis, 235 Municipal Courts Bldg., 
St. Louis 3, Mo. 


iii for 2 Registered } Nurse Anes- 
thetists. University City. Population 
100,000. New 175 bed hospital. 2 M.D. 
anesthesiologists and 2 R.N.’s now in 
department. Busy O.B. & Surgery. 
Day off after call. Must be energetic 
and willing to adopt new methods. 
Sick leave. 2 weeks vacation to start. 
Retirement Plan and other benefits. 
Congenial working conditions. Begin 
$450 per month. Contact either Dr. 
Francis or Miss Chasteen, R.N.A., 
Central Baptist Hospital, Lexington, 
Kentucky. 


NURSE ANESTHETISTS 


Modern, expanding fully accred- 
ited Hospital in beautiful Cum- 
berland Valley. College town of 
18,000 population, halfway be- 
tween Philadelphia and Pitts- 
burgh. 40 hour week, 10 days sick 
leave, 3 weeks vacation, living 
accommodations at nominal fee if 
desired. Diversified and congenial 
surgical staff. 8 bed recovery 
room. Salary — open. Automatic 
increments for 3 years, merit in- 
crements for next 3 years. Apply: 
F. J. O’Brien, Administrator, 
Chambersburg Hospital, Cham- 
bersburg, Pa. 


REGISTERED NURSE ANESTHE- 
TIST: Immediate opening for vacation 
relief with possibility of permanent em- 
ployment. 650 bed hospital. Ex- 
ceptional opportunity for well trained 
Nurse Anesthetist in active operating 
room suite. Apply: Personnel Director, 
Harper Hospital, Detroit 1, Michigan. 
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NURSE ANESTHETIST, 500 bed 
hospital. Anesthesia Department con- 
sists of one M.D. and thirteen nurses. 
Positions open for two additional 
anesthetists. Write to Medical Direc- 
tor, Crawford W. Long Hospital, At- 
lanta, Georgia. 





Registered Nurse Anesthetist: Needed 
immediately. Modern hospital of 215 
beds in Montana’s largest city. Great 
Falls is within easy driving distance 
of many scenic spots and recreation 
areas. Salary according to experience 
and qualifications, paid vacations and 
cumulative sick leave. Apply to Per- 
sonnel Director, Columbus Hospital, 
Great Falls, Montana. 





WANTED — relief anesthetist for 4 
to 6 weeks beginning July 15 or later. 
60 bed general hospital. Call time 
shared with another anesthetist. $450 
a month with full maintenance, or $500 
a month without. Call or write Donald 
Showman, Kennedy Deaconess Hos- 
pital, Havre, Montana, Phone 113. 





Wanted: Surgical Anesthetist for 150 
bed general hospital central Nebraska. 
Excellent working conditions and per- 
sonnel policies. $500 per month to 
$550 per month and full maintenance. 
Apply: Box M 28, Journal American 
Association of Nurse Anesthetists, 
— Plaza, Suite 3010, Chicago 
1 


NURSE ANESTHETIST: “For ap- 
proved 160 bed hospital. 40 hour week, 
minimum night call, liberal vacation 
policy and other benefits. Salary open. 
Anesthesiologist in charge. Apply: 
Administrator, Milwaukee Children’s 
Hospital, 721 N. 17th St., Milwaukee 
a Wisconsin. 


Wanted: Nurse Anesthetist for 1450 
bed teaching hospital. Staff of 5 Anes- 
thesiologists, 5 Residents and 5 Nurse 
Anesthetists. Liberal vacation, holiday 
and sick leave benefits; only emergency 
operations on Saturday and Sunday. 
State age, qualifications and school of 
anesthesia; also minimum monthly 
salary expected. Write Mr. George 
Bondranko, Head Nurse Anesthetist, 
c/o Personnel Office, Medical College 
of Virginia Hospital, Richmond, Va. 
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NURSE ANESTHETIST: Modern, 
newly constructed, 600 bed county 
hospital, excellent working conditions, 
civil service appointments with re- 
tirement, sick leave and vacation bene- 
fits. Salary $392 with yearly incre- 
ments to $478. For further information 
contact John W. Doubenmier, Admin- 
istrator, Kern County General Hos- 
pital, Bakersfield, California. 





Anesthetist needed spring 1958. 400 
bed modern hospital. Active surgi- 
cal and obstetrical services. New sur- 
gery under construction. Salary de- 
pendent on training and experience. 
Social Security, low cost life insurance. 
Annual vacation and sick leave after 1 
year. Medical anesthesiologist in 
charge. Contact Director of Anesthe- 
sia, Methodist Hospital, Peoria, IIl. 





ANESTHETIST: For medium - size 
hospital. Excellent working condi- 
tions. Minimum salary $450 month. 
Minimum call. Send resume to Per- 
sonnel Office, Lawrence & Memorial 
Hospitals, New London, Connecticut. 





We are in need of two Mame ie 
tists AANA Membership to complete 
our staff of nine. Excellent salary and 
——s conditions. Liberal employ- 
ment benefits. Five day week, call 
every 7th night and 7th weekend. 550 
bed, general hospital with modern air 
conditioned Operating Rooms. Apply: 
Miss Mildred Hodges, Chief Anesthe- 
tist, Missouri Baptist Hospital, 919 N. 
Taylor Ave., St. anaes Missouri. 





NURSE ANESTHETISTS — to com- 
plete team under two anesthesiolo- 
gists in center of Boston's cultural and 
recreational facilities. Good salary 
without maintenance. Quarters avail- 
able at minimum cost. Light call duty 
once weekly and rotation on week- 
ends with extra pay. Write: Anesthe- 
siologist, MASSACHUSETTS EYE 
AND EAR INFIRMARY, 243 Char- 
les St., Boston 14, Mass. 


Wanted Nurse Anesthetist for vy es- 
tablished group, attractive salary, paid 
vacation and sick leave, excellent 
working conditions. Write The Sugg 
Clinic, 100-106 E. 13th St., Ada, Okla- 
homa. 
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NURSE ANESTHETIST — 125 Bed 
General Hospital, Southeastern Massa- 
chusetts, to work with Anesthesiolo- 
gist. Salary, etc., open depending on 
training and experience. Write: Wil- 
liam H. Lewis, M.D., 376 Tremont St., 
Taunton, Mass. 


Nurse Anesthetist, 182 Bed General 
Hospital. Four Anesthetists on staff. 
Civil Service — Salary $487. Write 
Superintendent, Puumaile and Hilo 
Memorial Hospital, Hilo, Hawaii. 





Wanted: Two Nurse Anesthetists. 
Starting salary $425.00 per month. 
Write Administrator, St. Joseph Mercy 
Hospital, Ann Arbor, Mich. 


Wanted: Experienced Nurse Anesthe- 
tist for immediate opening in 100 bed 
hospital, 10 miles from Philadelphia. 
Work under Anesthesiologist, no O.B. 
anesthesia. Write giving age, experi- 
ence and approximate salary desired. 
Underwood Hospital, 509 N. Broad 
St., Woodbury, N. J. Attention Mr. 
G. B. Torney, Administrator. 


Registered Nurse Anesthetist. Excel- 
lent working conditions in modern 
132-bed hospital. Friendly community 
with two colleges. Beginning salary 
$500 plus call pay. Apply Ralph B. 
Bersell, Administrator, Passavant Me- 
morial Area Hospital, Jacksonville, II. 


Anesthetist — AANA Member or eli- 
gible; two general hospitals — 177 and 
130 bed capacity; full accreditation; 
building expansion in progress; very 
attractive starting salary with periodic 
increases — 40 hour week; paid over- 
time; excellent employee benefits in- 
clude life insurance, pension plan and 
social security. Apply: C. J. Nouri, 
Personnel Director, St. Luke’s Hos- 
pitals, Milwaukee 15, Wisconsin. 
Phone: Or 1-2900. 








NURSE ANESTHETISTS — for 300 
bed hospital increasing to 600 beds. No 
call, Starting salary $447.72 per month, 
2 weeks’ vacation, 9 holidays, 10 days 
sick leave per year. Rotating shifts, no 
O.B. Apply: Dr. Harold Carron, Head 
of Anesthesia Department, Tampa 
General Hospital, Tampa 6, Florida. 


J. Am. A. Nurse Anesthetists 


NURSE ANESTHETIST: Male or 
female. Member AANA or eligible. 
Starting salary $500.00, with increases 
to $700.00. One month paid vacation, 
plus sick leave, uniforms furnished 
and laundry. 225 bed hospital in town 
of 50,000, 40 miles north of Chicago. 
New air-conditioned surgery. Emer- 
gency call every 5th night. Apply Ad- 
ministrator, Victory Memorial Hos- 
pital, Waukegan, Illinois. 





Anesthetist, Nurse, excellent working 
conditions, beginning salary $400.00 
with extra pay for call duty; four 
weeks’ vacation annually; sick leave 
and other employee benefits; depart- 
ment under direction of M.D. anesthe- 
siologist. Apply Personnel Department, 
Mt. Sinai Hospital, Minneapolis 4, 
Minnesota. 





Nurse Anesthetist—For 209 bed gen- 
eral medical and surgical hospital, re- 
sort area, Gulf Coast. Excellent surgi- 
cal staff. Personnel policies include 30 
days annual leave, 15 days sick leave, 
8 holidays. Share work with other well 
qualified nurse anesthetist. Salary 
range $4025.00 to $6390.00 depending 
upon qualifications. Non-housekeeping 
quarters available, other benefits are 
annual salary increases, life insurance 
at low rates and an excellent retire- 
ment plan. Uniform allowance and 
free laundry provided. Contact: Direc- 
tor, Professional Services, Biloxi Divi- 
sion, Veterans Administration Center, 
Biloxi, Mississippi. 





NURSE ANESTHETISTS (4) 
University hospital — Anesthesiolo- 
gists and Nurse Anesthetists. Large 
dept — all types of anesthesia — all 
benefits. Apply Anesthesiologist in 
charge, 

NEW YORK HOSPITAL — 
CORNELL UNIVERSITY 
MEDICAL CENTER, 

525 E. 68th St., New York 21, N. Y. 





VIRGINIA VACANCY for Anesthe- 
tist in the 500 bed teaching hospital of 
the University of Virginia Medical 
Center. Pleasant comunity with college 
social, educational and cultural ad- 
vantages. Attractive work schedule. 
Liberal personnel policies. Write: Per- 
sonnel Director, 1416 W. Main St., 
Charlottesville, Va. 


May, 1958 


WANTED. Two nurse anesthetists. 
300 bed hospital. $460. per month and 
full maintenance. Department directed 
by anesthesiologist. Emergency call al- 
ternated every fifth day. Apply St. 
Francis Hospital, Monroe, La. 





NURSE ANESTHETIST: Starting 
salary for A.A.N.A, member $415 per 
month with three annual increases of 
$15 per month to $460 per month after 
three years. Starting salary if not mem- 
ber of A.A.N.A. $380 per month in- 
creased to $415 per month after ac- 
cepted as member of A.A.N.A. Also 
included: laundry, private room with 
bath and telephone in new women’s 
residence or $27 per month allowance 
if living out; Social Security; pension 
plan; 40 hour week including full time 
credit for first call, second call paid 
for cases done; six paid holidays; 30 
days annual vacation; liberal sick leave 
policy. Apply: Marshall Kerry, M.D, 
Chief Anesthesiology, The Reading 
Hospital, Reading, Pa. 


REGISTERED NURSE ANESTHE- 
TIST to complete staff of three in 100 
bed approved Hospital. Starting salary 
$475.00 per month with meals while on 
duty; liberal fringe benefits. Contact: 
John R. Gadd, Administrator, Lee Me- 
morial Hospital, Fort Myers, Fla., the 
“City of Palms.” 











Registered Nurse Anesthetist in mod- 
ern 35 bed hospital. No obstetrical 
anesthesia. Excellent working condi- 
tions, attractive personnel policies. Ex- 
cellent salary, depending on experi- 
ence. Apply to Administrator, Memo- 
rial Hospital, Pecos, Texas. 


Wanted — four nurse anesthetists for 
enlarged anesthesia department in a 
250 bed general hospital located in a 
resort town eight miles from famous 
Wrightsville Beach, N. C. At present 
we have eight full time nurse anesthe- 
tists. Write James Walker Memorial 
Hospital, Wilmington, North Carolina. 





NURSE ANESTHETIST, Regis- 
tered. 200 bed General Hospital, mod- 
ern living quarters, full maintenance. 
Princeton Hospital, Princeton, N. J., 
Therese C. Trupp, Chief Anesthetist. 
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Nurse Anesthetist, R.N.A. for 215 
bed hospital. Excellent surround- 
ings and personnel policies. $6300. 
starting salary with time and merit 
increments. Reply J. A. Anderson, 
Superintendent, Lutheran Hospital, 
Fort Dodge, Iowa. 











WANTED Registered Nurse Anesthe- 
tist. Write or call Dr. L. G. Merrill, 
St. Benedicts Hospital, Ogden, Utah, 
for details. 





NURSE ANESTHETIST — Excel- 
lent working conditions, $450.00 per 
month with annual increases of $25.00 
per month, Three weeks vacation after 
one year, minimum of two weeks sick 
leave. Usual employee benefits, Lexing- 
ton. is located in “The Heart of the 
Bluegrass” famous for horse racing 
and tobacco industries, home of Uni- 
versity of Kentucky and Transylvania 
College. Apply, Assistant Administra- 
tor, Good Samaritan Hospital, South 
Limestone St., Lexington, Ky, 


Position open for A.A.N.A member, 
present staff of three. Large Univer- 
sity Hospital, excellent staff, with wide 
variety of surgical cases, including 
thoracic and cardiac surgery. Two 
weeks paid vacation, twelve days sick 
leave, six paid holidays and insurance 
benefits if desired. Salary dependent 
upon experience, plus compensation 
for call time. Contact Miss Ramona 
Kersey, Chief Nurse Anesthetist, Fir- 
min Desloge Hospital, St. Louis, Mo. 





Wanted: Nurse Anesthetist June 1 for 
100 bed hospital. No Neuro or Chest 
surgery. Liberal personnel policies. 
Call every third day and week end. 
Following day off after call. Write 
Miriam P. Savage, St. Mary’s Hospital, 
Green Bay. Wisc. 


The 28th Qualifying Ex- 
amination will be held on 
November 8. The _ deadline 
for accepting completed ap- 
plications and transcripts is 
October 1. 
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Since 1937 — a dependable 


source of information 


ANESTHESIA ABSTRACTS 


edited by 
John S. Lundy, M.D., and Florence A. MeQuillen, R.N. 


Significant, timely reports on the most recent developments in the field of 
anesthesiology are the contents in each issue of ANESTHESIA ABSTRACTS. 
Originally published by the Journal Club of Anesthesia Section of the Mayo 
Clinic, the ABSTRACTS contain expertly edited articles that have appeared 
both here and abroad. 
Each volume is a permanent reference source, indexed by author and subject. 
Volume 47 is now available. Save reading time. Be well informed. Reserve your 
copy now. 

Since the number of issues varies each year from two to 

three, there is no pro-rated charge. You will be billed for 

each volume as you receive it...and your standing order 

can be cancelled at any time by sending us a card. 


BURGESS PUBLISHING COMPANY 
426 South Sixth Street Minneapolis 15, Minnesota 
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Before and during delivery .......... 
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“The need of oxygen, prime atom 
without which life cannot exist, is 
increased in both mother and child 
during the energy-consuming birth 
process. ... Pure oxygen is also of 
value for prevention of nausea and 
vomiting, which is a serious hazard 
to the anesthetized patient during 
delivery.” 





“Obstetric Oxygenation,” Dunlap, J. C.: 
Texas State J. M. 52:806 (Nov.) 1956 
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you can rely on OXYGEN U.S.P. by mfende 


TReot weer 


Maa | PL enernlly.A 
highest-purity oxygen 


for more than 50 years 
. BMY on 


UNION 


Division of Union Carbide Corporation 

30 East 42nd Street, New York 17, N. Y. 

Please add my name to the complimentary mailing list for 
OxyceN THERAPY NEWS -— your monthly review of current 
articles on the use of oxygen in medicine. 

DR._ The terms “Linde” 

and “Union Carbide” 

ure registered 

trade-marks of 

Union Carbide Corporation. 
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